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the publication of their contributions. 

1. Authors will receive gratuitously twenty-five reprints 
of their articles. If a greater number is desired,—notice of 
which should be given at the head of the manuscript, or at 
the latest on the first proof,—only the additional cost of press- 
work and paper will be charged to the author. The number 
so ordered should be inclusive of the gratuitous copies. 

2. In preparing manuscript for the compositor it is re- 
quested that the following rules be adhered to: 

a. Write on one side of the paper. Type-written MS. is 
preferred. 

b. Write without breaks, 7. ¢.,do not begin each sentence 
_ ona niew line. When you want to begin a new line or para- 
graph at a given word, place before it in your MS. the sign q. 

c. Draw a line along the margin of such paragraphs as 
should be printed in smaller type—for instance, all that is 
clinical history in reports of cases, etc. 

d, Words to be printed in iéalics should be underscored 
once, in SMALL CAPITALS twice, in LARGE CAPITALS three 
times; antique type should be so marked. 

e. Let the title of your paper indicate its contents. If it 
is a general title, for instance, Clinical Contributions, mention 
the subject of each special communication,—for instance: 
Case J. Sarcoma of Iris; Case II. Exostosis of Frontal 
Sinus, etc. These special titles will appear in the table of 
contents of each number and each volume, under the heading 
of the general title, so that they will not be overlooked. 

f. Mllustrations should be carefully drawn on separate 
sheets. 

3. Authors receive proofs for revision, which they should 
correct and return without delay. We beg, however, to re- 
mind our contributors that changes in the copy are equivalent 
to resetting, causing so much additional expense. We there- 
fore request them to make, if possible, no alterations at all in 
their MSS., or, at least, to limit them to what is of essential 
importance. 

When sending manuscripts for the ARCHIVES OF OpH- 
THALMOLOGY, please address the editor, Dr. ARNOLD Knapp, 
to East 54th St., New York City. 
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CONCERNING THE OCULAR SYMPTOMS IN THE 
SUBJECTS OF HYPOPHYSEAL DISEASE WITH 


ACQUIRED SYPHILIS; WITH ILLUSTRATIVE 
CASES.* 


By G. E. pE SCHWEINITZ, M.D., Puitapevpui, Pa. 
(With five illustrations on Text-Plate X.) 


T is well known that luetic disease of the hypophysis has 
been observed, not infrequently, in the subjects of heredi- 
tary syphilis, that is, an interstitial inflammation of the gland 
with necrotic lesions.?, Hypophysary infantalism, or dystro- 
phia adiposa genitalis, with this relationship has been described 
by a number of authors, for example, by Langmead, Lere- 
boullet, Mouson, and Castex,? and Nonne‘ has recorded a 
cure of this condition on the basis of hereditary lues. I have 
recently examined (examinations not yet completed) two 
patients, a girl of twelve and a young man of twenty, of the 
dystrophia adiposa genitalis type, referred by Dr. W. G. Spil- 
ler, who are probably congenitally luetic, and have in addition 
pigmentary degeneration of the retinas. Such types of pitui- 


t Paper read before the Ophthalmic Section of the Academy of Medicine 
of New York, December 20, 1920. 

Consult Syphilis und Auge, by Joseph Igersheimer, Berlin, 1918, 
and Henschen and Nager, Correspondenzblatt f. Schweizer Aertze, XLIX. 
Jahrgang, 1919, No. 36. 

3Consult Revue de Neurologie, vol. xxiv., p. 493, 1917; Proceedings of 
the Royal Society of Medicine, X. Sec., ‘Diseases of Children,” p. 25, 
1916-1917; Semana med. Buenos Aires, 1919, XxVi., Pp. 2, 404. 

4 Deutsch. med. Wochenschrift, 1918, xliv., p. 536. 
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tary body disease will not be discussed in the present communi- 
cation. 

With acquired lues primary syphilis of the gland is compara- 
tively uncommon (Simmonds, quoted by Igersheimer, finding 
among 1700 hypophyses, microscopically examined, only nine 
with syphilitic changes), but the gland may be secondarily 
involved from bony or dural syphilis; in these circumstances 
cheesy degeneration, thickening of the capsule, endarteritis, 
etc., have been noted. Henschen and Nager refer to only one 
case of acromegaly from this type of pituitary body disease. 
Cushing,‘ reports one case of gumma of the hypophysis with 
glycosuria and polyuria. 

The paper I have the pleasure of presenting this evening, 
however, concerns itself, from the clinical aspect only, with 
some observations on the ocular symptoms in patients with 
acquired syphilis who also had lesions, although not in all 
instances necessarily syphilitic lesions, of the hypophysis. 
Except incidentally, it does not concern itself with a discussion 
of the subject from the pathological standpoint, nor shall I 
consume further time with an analysis of the literature. The 
material may be arranged as follows: 

1. Hypophyseal disease in the subjects of acquired syphilis, 
but the pituitary body lesion not necessarily, and probably 
not, itself syphilitic. 

2. Hypophyseal disease in the subjects of acquired syphilis 
and the pituitary body lesion definitely, or in all probability, 
syphilitic. 

3. Hypophyseal disease in subjects in whom the history 
and sorological tests did not demonstrate syphilis, but in 
whom the favorable result of anti-luetic treatment, combined 
with pituitary body and thyroid gland feeding, was suggestive. 

In illustration of the first subdivision, I summarize the 
following case history: 


CasE 1.—A man, aged 49, reported for examination 
June 2, 1920, on the recommendation of Dr. A. O. Pfingst. 
History of Present Iliness.—On April 1, 1920, the patient 
consulted Dr. Pfingst because he had noticed (patient’s 
statement) that for a year “‘ his right eye was slowly becoming 


t The Pituitary Body and its Disorders, 1912, p. 263. 
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weaker than his left eye,’”’ and that at or about the time of 
this consultation he had been troubled occasionally, while 
walking on the street, with diplopia which, he believed, was 
present in all portions of his visual field. 

Tested by Dr. Pfingst, vision through correcting lenses 
was 22 with each eye; there was no manifest strabismus, 
but an “‘esophoria 16 degrees and 4 degrees of vertical 
deviation.”” Except for patches of superficial retino-cho- 
roiditis (presently to be more particularly described), no 
abnormalities of the eyegrounds were to be observed. 

A Wassermann test made at this time is said to have been 
negative. The patient was referred for general examination, 
and the laboratory reported a -++-1 Wassermann of the blood, 
and on April 20th specific treatment was begun. 

Two weeks later (May 5, 1920) he was again examined by 
Dr. Pfingst, and the following ocular conditions noted: 
Slight exophthalmos, marked convergent squint of the right 
eye, and vision reduced to the ability to count fingers at 
12 feet. No new fundus changes were observed, and the 
perimetric examination “showed nothing typical.’’ Previous 
visual field tests (April 12th) had demonstrated decided 
fluctuation—first a normal field for white, but red and 
green circles constricted; one week later a standard size of 
visual fields for white and colored objects. 

X-ray examination of the paranasal sinuses was negative 
but indicated marked changes in the region of the sella 
turcica. 

Additional data are as follows: For a year the patient 
has had headache, on an average once a week, and for the 
past two months intermitting sharp pain in his forehead 
and behind his right eye, which has recurred with increasing 
frequency and severity, although only once so violent as to 
wake him at night. Gastro-intestinal, pulmonary, cardiac, 
and renal symptoms have not been in evidence. He was 
admitted to the University Hospital on June 2, 1920, where 
the following additional history was obtained: 

Previous Medical History.—The patient has experienced 
the usual diseases of childhood, but has had no serious 
infections. He has had three attacks of tonsillitis and lar- 
yngitis. He denied gonorrhoea and syphilis, and gave no 
history of an injury to the skull. There has been no sudden 
accumulation of fat; loss of sexual power has been noted. 

Social History.—The patient is a business man, and his 
work is unconnected with any special effort or strain. He 
does not use alcohol, smokes moderately, drinks neither 
tea nor coffee, and takes a fair amount of exercise. 

Family History.—There are no facts of importance in his 
family history of his parents. The patient has been twice 
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married. His first wife was for a long time an invalid, and 
had both ovaries removed. For eight years prior to her 
death he was not able to test his sexual power, but when he 
married his second wife he discovered that he was sexually 
impotent. 

Physical Examination.—The patient is an adipose young- 
looking man, appearing far younger than his forty-nine 
years would justify. The bony framework exhibits no 
deformity. His musculature is flabby, the panniculus adi- 
posis excessive, especially through the abdomen. The deep 
reflexes, sense of position, stereognosis and diadokokinesis 
were normal; no Romberg sign or Babinski’s reflex; hair 
of the head normal; nosinus tenderness. The nares, teeth, 
and ears were normal; functions of the fifth and seventh 
nerves undisturbed; neck negative; chest (barrel-shaped), 
except for a limited degree of expansion, normal; heart 
sounds regular in rhythm and rate. The pendulous abdo- 
men gave no indication of tenderness nor rigidity; viscera 
not enlarged. The distribution of the pubic hair suggests 
that of the female; extremities negative. Urine examination 
was negative; there was no polyuria; blood count normal. 

Lumbar puncture: Pressure 8mm Hg.; withdrawal 4cc; 
Wassermann negative; globular positive; blood Wassermann 
negative (patient had been under specific treatment for two 
months). 

X-ray Examination.—Dr. Henry Pancoast reports: ‘‘The 
roentgenogram shows an enormous enlargement of the 
sella turcica, with disappearance of the posterior clinoid 
processes and almost complete encroachment upon the sphe- 
noid sinuses. Although it is difficult to decide definitely 
whether this appearance is due toa pituitary body oran extra- 
sellar growth, the marked encroachment on the sphenoid 
sinuses and the absence of other indications of intracranial 
pressure suggest that it depends upon an hypophyseal tumor. 

Ocular Examinations.—The ocular examinations made 
prior to the patient’s coming under my care have been sum- 
marized (See History of Present Illness). On June 2, 1920, 
they yielded the following results: Vision of right eye 
counting fingers at 30cm; of left eye +°5. The pupils re- 
sponded to the usual stimuli, but the direct light response 
of the right pupil was less in degree than that of the left; 
Wernecke’s symptom was not demonstrable. There was 
practically complete paralysis of the right external rectus, 
with convergent squint and almost entire loss of the out- 
ward rotation; no other exterior muscle involved. Exoph- 
thalmos was present, Hertel’s instrument recording 
16mm in right; 13mm in left. 

Theright optic disk was markedly gray in its deeperlayers; 
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JLLUSTRATING DR. DE SCHWEINIT2’ ARTICLE ON “CONCERNING THE OCULAR SYMPTOMS IN 
THE SUBJECTS OF HyPOPHYSEAL DISEASE WITH ACQUIRED SYPHILIS; 
WITH ILLUSTRATIVE CASEs.”’ 


Fic, I., Case 1. June 2, 

. 1920. Right: Hemianopic 
scotoma; temporal color 
hemianopsia; slight con- 
centric contraction. Left: 
Temporal slant; partial 
color hemianopsia (green). 


Fic. II., Case 1. June 30, 
1920. Fifteen days after 
operation. Right: Re- 
stored blue field; area of 
red restoration on tem- 
poral side; Left: Moderate 
contraction. 


Fic. III., Case 2. 
December 9, 1919. Right: 
Quadrant color defect, up 
and out. Left: Complete 
temporal color hemiano 
sia; partial hemianopsia 
for white. 


Fic. IV., Case 2. _Jan- 
uary 29, 1920. Fields 
after six injections of neo- 
arsphenamine followed by 
mixed treatment. Right: 
Restoration of white field, 
loss of quadrant temporal 
colorhemianopsia butsome 
temporal slanting. Left: 
Partialrestoration of white 
and color fields. Vision 
$, each eye. 


Fic. V., Case 2. April 
17, 1920. Fields after re- 
lapse following cessation 
of 
: newal of temporal quad- 

t defects for white 
$0.8. 
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slight diminution in the size of the retinal arteries. Between 
the disk and the macula there was a large, somewhat irregu- 
lar area of superficial retino-choroiditis, characterized by a 
mottled condition, due to fine pigment changes and small 
erosions evidently in the choroid, giving rise to the so-called 
“‘moth-eaten appearance’; no hemorrhages; no pigment 
heaping. Directly in the macula fine changes existed, sim- 
ilar in character, but less produced, than those in the larger 
area, The left optic disk had a normal color superficially, 
but was slightly grayer than normal in its deeper layers; no 
vessel alterations. Occupying almost exactly the position 
it had in the right eye, and of identical appearance, although 
of smaller size, was a patch of retino-choroiditis; fine changes 
were present in the macula. 

The visual field maps showed, right slight narrowing of the 
white field, with a tendency to a temporal slant, complete 
color temporal hemianopsia and a large, temporal hemian- 
opic absolute scotoma; left slight concentric contraction, 
with a tendency to temporal slant, contraction of the color 
lines and decided temporal slant, with almost complete loss 
of temporal green field and slight enlargement of the blind 
spot (McHardy’s perimeter, 1omm test objects, daylight). 
(Fig. 1.) Examinationsrepeated with campimeter and small 
test object (5 and 3 mm size) revealed practically complete 
temporal hemianopsia for colors. These examinations were 
repeated a number of times during the next few days with- 
out material alterations. 

Operation.—Sellar decompression (first stage) was per- 
formed by Dr. Charles Frazier on June 15, 1920, and a 
pulsating membrane was exposed from which clear fluid 
exuded. At the time there was some uncertainty whether 
this represented the wall of a pituitary body cyst, or whether 
the subarachnoid space had been opened. Evidently, 
according to the good results which followed, this must 
have been a cyst. 

Five days after operation improvement was noticeable: 
temporal color field of right eye restored, although the con- 
centric contraction of the white field was greater than prior 
to the operation. Fifteen days after operation, when the 
last test was made just before the patient returned to his 
home, the visual conditions were as follows: Vision of 
R.E. $5, with the head turned toward the right shoulder; 
corrected vision of theleft eye {—. The fields (McHardy 
perimeter, 10mm object) were: Right eye: No change 
in the hemiopic scotoma, restoration of the temporal blue 
field; a patch of red perception in the temporal area, but 
not a complete restoration of that field; marked widening 
of the white circle; left eye: widening of the white field, 
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with moderate temporal slant; color hemianopsia disap- 
peared. These results were also confirmed by campimeter 
observations. The palsy of the right external rectus had 


almost disappeared (outward rotation 40 degrees), and the 
exophthalmos had lessened. 


The last record of an eye examination was made by Dr. 
Pfingst and reported on November 9, 1920, or practically 
five months after operation, and during this period the 
patient had been given pituitary body extract and also 
specific treatment. Vision on this date was R. E. counting 
fingers at 1 foot in the nasal field; field of vision not reported 
except ‘‘accurate results were not possible.’’ Vision of left 
eye 3%, therefore exactly as it had been fifteen days after 
operation; visual field concentrically contracted, but no 
hemianopsia. Complete restoration of the function of the 
right external rectus; disappearance of the exophthalmos. 

The general condition is reported as good, with the 
exception of sexual apathy, which remains unchanged.* 


Comment.—Evidently, if it is conceded that this patient 
had syphilis, the gland lesion of itself was not syphilitic. 

Although the symmetric patches of retino-choroiditis do 
not present appearances characteristic of lues, in the sense, 
for example, in which chorioretinitis of the Jacobson-Foerster 
type, or central recurring retinitis is, I have observed several 
similar lesions in syphilitics, where other etiologic factors 
were excluded, and such lesions may, at least, be regarded 
as suggestive. 

The external rectus palsy did not lessen during two months 
of specific treatment, and was probably not due to a syphilitic 
affection of the abducens; it lessened almost immediately 
after operation, and had practically disappeared, together 
with the exophthalmos, in two weeks. Doubtless these mani- 
festations were due to pressure exercised in the neighborhood 
of the right posterior clinoid process and the cavernous sinus. 


t After the above account was written, the patient returned (February 7, 
1921), with a complete recurrence of symptoms noted at first examination. 
The improvement (he had been constantly under specific treatment and 
had taken pituitary extract), therefore, lasted only about six months. 
Operation by Dr. Frazier, February 17, 1921; patient did not survive. 
Autopsy showed a large extrasellar growth (sarcoma) with extrasellar ex- 
tension; a large vessel penetrating growth was infiltrated with tumor 
tissue. 
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In illustration of the second subdivision, I summarize the 
following case history, the presence of acquired constitutional 
syphilis being definitely established. 


CasE 2.—A man, aged 45, reported for examination 
December 9, 1919. 

History of Present Illness.—Two years prior to admission 
to the University Hospital (December 22, 1919) he first 
noted diplopia and some ‘‘weakness of vision.’’ This dip- 
lopia was manifest in all portions of the field except directly 
forward. It lasted for about four weeks, but apparently 
as the result of treatment (which he declared was “‘local,” 
probably an inaccurate statement) disappeared. There was 
no return of double vision (and also no treatment except 
for a few weeks) until August, 1919, when the “‘attack”’ 
recurred, even more insistently than on the first occasion. 
Diplopia was present in all parts of the field, and was not 
dissipated by treatment. He states that at this time he 
had one intravenous injection of salvarsan, but apparently 
no additional medication. 

The patient has not suffered from headache, has not lost 
weight, in fact, there has been a gain of about five pounds. 
He has lost some of the body hair, especially from the chest 
and axille, and his sexual power has been somewhat lessened, 
but he is not entirely impotent. 

His appetite has remained good; indigestion and consti- 
pation have not been in evidence. Symptoms indicative 
of cardiac or pulmonary distress have not been present. 
Nocturia has existed for approximately one year. 

His disposition has changed materially. Normally a 
rather “‘gay person,”’ he has become “‘quiet and lacks the 
energy of younger years, has frequent weak spells and loss 
of buoyancy,” but he has not grown nervous, and sleeps 
well. 

Previous Medical History.—The patient has had the usual 
diseases of childhood; mumps twenty and typhoid fever 
twelve years ago. He has had three attacks of gonorrhcea, 
the last attack having occurred in 1907. In 1904 a ‘‘sore,”’ 
described as having the characteristics of an “ulcerated 
patch,”’ rather than those of a hard chancre developed on 
the foreskin. 

Social and Family History.—The patient, an unmarried 
white man, has used whisky steadily for fifteen years; he 
smokes moderately, but has not drunk tea or coffee to excess. 
The members of his family are all healthy, and there are no 
facts of importance in their history. 

Physical Examination.—The patient is well nourished, 
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presents no abnormality in posture, gait, or station; his. 
mentality is clear. The skin is warm and of a peculiar 
velvety smoothness. There is a noticeable layer of sub- 
cutaneous fat, very little hair on the axilla, and some 
diminution of pubic hair. The neck (except slight cervical 
adenopathy), chest, and abdomen are negative, and the 
genitalia without abnormalities. The knee and ankle jerks 
are normal; no clonus; no Babinski sign. Nocturia has been 
noticeable for a year. 

Except for a trace of albumin and an excess of triple and 
amorphous phosphates, the urine is normal. The blood 
count was as follows. R.b.c. 5,500,000; w.b.c. 7500; H.b. 
90%; poly. 30; lym. 58; trans. 4. 

Basal metabolism: Total calories per sq. meter of body 
surface = 33.6%. Percentage below normal = —11%. 


Blood sugar test results: 


Blood sugar before ingestion of sugar..........0.11% 

oe 3 “e “ce neg. 


The blood Wassermann test was strongly positive, +4 
with three antigens. 

X-ray examination revealed a large pituitary body growth, 
with disappearance of the posterior clinoid processes, and 
40 per cent. encroachment of the sphenoid sinuses. 

Ocular Examination (12.9.19).—Vision of the right eye, 
with —0.75s. © —1.00c. axis 100, § —; of the left eye with 
' —1.25 c. axis 75, 3%. The pupils were slightly unequal, 
right 3.5mm, left 4mm, the right being oval in shape; 
response to the usual stimuli was prompt and normal; no 
nystagmus. 

There was paralysis of the right external rectus, conver- 
gent strabismus of that eye and corresponding diplopia. 
Rotation outward not entirely lost, but markedly limited, 
no more than 5 degrees. No other type of diplopia was 
present, and all other rotations were normal. There was 
no exophthalmos. 

The right optic disk contained a large physiologic cup, 
was of good color, its upper edge being veiled by retinal 
streaks. The vessels carried normally tinted blood; the 
arteries were tortuous; there were no retinal or choroidal 
changes. The left optic disk also contained a large physio- 
logic cup, and it and the fundus generally corresponded in 
all particulars to those of the opposite eye. 


| 
— 


Ocular Symptoms in Hypophyseal Disease. 211 


The right visual field for white was contracted and sloped 
on the temporal side; the color fields were contracted, and 
there was a complete upper temporal quadrant color 
anopsia. The left visual field showed a complete temporal 
color hemianopsia and a partial temporal hemianopsia for 
white, part of the lower and outer field being preserved. 
Two days later similar fields were obtained, with the hemi- 
anopsia for white less marked. No scotomas were found in 
any of the field examinations (McHardy perimeter, 1omm 
objects, and campimeter 3 and 5mm objects). Many fields. 
were charted, and exhibited the fluctuations not uncommon- 
ly found in pituitary body disease, but on the whole not 
—— in any important degree from those which are 
shown. 

The patient was admitted to the University Hospital 
(December 22, 1919), and Dr. Frazier called in consulta- 
tion. It was determined to try the effect of specific treat- 
ment. Between December 23, 1919, and January 23, 1920, 
Dr. B. A. Thomas administered 6 intravenous injections of 
neoarsphenamine, the initial dose being .75 grm. and the 
others .9 grm.;in the intervals iodids and bichlorid were 
exhibited. 

The response was prompt and satisfactory. At the ex- 
piration of seventeen days the abducens palsy had almost 
disappeared (esophoria 8), and eight days later there was 
no diplopia, and with the rod, orthophoria. Corrected 
vision O.D. was § —, O.S. § —. The field for white of the 
right eye had regained almost the standard limits, and the 
color quadrant hemianopsia had disappeared; in the left 
field, temporal side, practically only an.upper and outer 
quadrant remained dark. The patient was discharged on 
January 30, 1920, the blood Wassermann being now nega- 
tive, and earnestly requested to keep up systematic treat- 
ment in his home under medical advice. On February 13 
1920, he wrote, “‘my eyes are daily improving.”’ (Fig. 4.) 

Apparently treatment was not continued, or else in a most 
indifferent manner. He returned April 19, 1920, with a 
sharp relapse, tension being R.E. 5, L.E. $; renewal of 
the quadrant color hemianopsia of the right field, and a 
marked temporal color defect in the left, the white defect 
being about as it had been on the day of his discharge; 
diplopia again present and the right externus paretic. 
(Fig. 5.) Neoarsphenamine injections (three) were admin- 
istered, with prompt response. The patient, however, did 
not remain for any length of time, i.e., not until there was 
complete disappearance of the symptoms of this relapse. 
He was sent to his home with full directions as to treat- 
ment, but has not reported since that date. 
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Comment.—This patient undoubtedly was the subject of 
acquired syphilis, and about fourteen years after the primary 
lesion, at which time treatment was of the most indifferent 
character, if, indeed, constitutional measures were at all 
employed, the first symptoms of pituitary body involvement 
were manifested. 

The infrequency of primary syphilis of the hypophyseal 
gland has been noted; its secondary involvement as the result 
of bony or dural syphilis is more common. In the present 
instance the X-ray showed so marked an enlargement of the 
central hypophysis, and no suggestion of extra-sellar disease, 
that Dr. Frazier and I have listed the case as one of probable 
gumma of the pituitary body; this diagnosis is not inconsistent 
with the symptoms. 

In contrast to the first case recorded, the abducens palsy 
yielded promptly to the neoarsphenamine and mixed treat- 
ment, and may be assumed to have been syphilitic in origin. 
The three relapses of this nerve paralysis when treatment was 
neglected, and the change in disposition, are not without sig- 
nificance in this regard. 

Although external rectus palsy, associated with, or produced 
by, pituitary body disorders is uncommon (very unusual, 
Knapp), implication of the exterior ocular muscles (generally 
those supplied by the oculo-motor) is not especially infre- 
quent, occurring in from 10 to 25 per cent. of the cases, 
according to Uhthoff’s statistics, in 27 per cent. in de Laper- 
sonne’s and Cantonnet’s list. I am unacquainted with any 
tabulation of syphilitic (not congenital) subjects with hypo- 
physeal disease in an endeavor to show whether in them ocular 
muscle palsy is more frequent than it is in those who are not 
the subjects of acquired lues. In ordinary circumstances 
the third nerve is much more frequently involved in ocular 
syphilis than either the sixth or the fourth (the third 73 per 
cent.; the sixth 24 per cent. ; the fourth 3 per cent. (Groenouw). 

Among a rather large number of patients with pituitary 
body disease, personally investigated, five were the subjects 
of constitutional syphilis, but in only one was the gland lesion 
almost certainly luetic; one was probably syphilitic, but the 
gland lesion was not, or at least not definitely, specific; three, 
it is barely possible, may have been luetic, but this was not 
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by any means definitely proven. Among these patients there 
were exterior ocular muscle palsies in three, twice palsy of the 
external rectus, and once complete left oculo-motor paralysis. 

In illustration of the third subdivision, I summarize, very 
briefly, three case histories, elsewhere reported in detail,* 
although in general terms it may be questioned whether they 
are germane to the present topic, except that they furnish an 
excuse for some therapeutic speculations. 


CasE A.—An unmarried white woman, aged 39, with 
tumor of the pituitary body, demonstrated by X-ray ex- 
aminations, had complete bitemporal hemianopsia, ophthal- 

‘moscopic optic nerve atrophy (very pallid discs), left com- 

plete oculo-motor palsy, absolute blindness lasting twelve 
days in the right eye and six weeks in the left. Under the 
influence of large doses of thyroid extract, associated with 
inunctions of unguentum hydrargyrum, the vision of the 
right eye was completely restored and that of the left eye 
partly restored (§), and the hemianopsia, ocular palsy 
(except that of the ciliary muscle) entirely disappeared. 
Constitutional syphilis was not demonstrated, either by the 
history or by any method of examination. During a period 
lasting from June Ist to October 3d, the patient took 400 
five-grain tablets of thyroid extract, and received 60 one- 
drachm inunctions of mercury; intermittently from August 
to October iodide of potassium was exhibited (exact dosage 
not known). During three weeks prior to beginning the 
thyroid feeding the patient had taken iodide of potash, 
protiodide of mercury, and received a few inunctions, but 
none of the remedies in large doses. For six months after 
the completion of the thyroid-mercury medication recorded 
above, the patient continued to take irregularly thyroid 
extract and to have mercury inunctions, but as she was not 
under my constant observation, I am unable to state accu- 
rately how much additional mercury and thyroid extract 
was administered. The final good result recorded was 
noted at the end of this period. 

CasE B.—An unmarried white woman, aged 51, with 
tumor of the pituitary body, demonstrated by X-ray exami- 
nation, had complete bitemporal hemianopsia (preceded by 
hemianopic scotomas and color hemianopsia), reduction of 
visual acuteness (0. D. zs, O.S. #5, lowest ebb), and oph- 
thalmoscopic optic disc atrophy; no muscle palsies. During 
a period lasting from June 10, 1914 to December 10, 1914, 


t Pennsylvania Medical Journal, April, 1912; ARCHIVES OF OPHTHAL- 
MOLOGY, vol. xliv., No. 2, 1917. 
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she took 400 two and one half grain tablets of thyroid extract, 
and 200 two and one half grain tablets of pituitary body 
extract, and received 58 one-drachm inunctions of unguen- 
tum hydrargyrum. Vision of O.D. now +s, but vision of 
O.S. reduced from ,'; at first examination to y¢y. Thyroid- 
pituitary body extract was continued, but no more mercury 
given. From July, 1914, to February, 1917, she consumed 
2100 tablets (24 grains each) of thyroid extract and of 
pituitary body extract, because although vision was prac- 
tically restored nearly two years before, if these medicines 
were discontinued, headache returned. No history of syph- 
ilis and none was demonstrated by laboratory tests. 

CasE C.—An unmarried woman, aged 18, with tumor of 
the pituitary body, not absolutely demonstrated by X-ray 
examination, in that the report was “‘sella ill-defined and 
cloudy,’’ with periods of diplopia for at least a year, mod- 
erate choking of each disk (2.5 D.), and when examined 
complete blindness of the right eye (lasting one week), and 
vision of left eye reduced to counting fingers in the temporal 
field, the nasal field being entirely dark, but the temporal 
field for form intact, at the expiration of 40 days of active 
medication, during which time she took 200 grains of thyroid 
extract, and received 30 one-drachm inunctions of mercury, 
had vision restored, — 3% each eye, =*; both eyes, the choked 
disks had disappeared, the surfaces of the disks being pale, 
and the visual fields normal. History and laboratory tests 
negative in so far as syphilis is concerned. 


Comment.—The advantage of glandular feeding in pituitary 
body disease, where the stage of glandular insufficiency exists, 
need not be discussed, nor, because the pituitary body malady 
is a polyglandular one, to quote Cushing, the value of the 
administration of extracts of glands other than the one pri- 
marily involved. Hence the question arises whether the mer- 
cury used in large doses in the treatment of the patients 
mentioned in the summarized case histories was a necessary 
adjunct and a large contributor to the excellent results, and 
if it was, how did it act advantageously, and why? The sub- 
heading refers to the action as “‘suggestive,’’ which must mean 
that all of these patients may have been luetic in spite of nega- 
tive examination. Certainly it must be admitted that all of 
them showed a somewhat remarkable tolerance to mercury; 
also one non-positive Wassermann does not exclude syphilis. 
And yet in all other counts they were free from the suspicion 
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of specific taint, and in the original reports the cure was 
attributed, certainly in largest measure, to the thyroid-extract 
pituitary body feeding. 

A second suggestion, which has come into prominence in 
recent years, especially since thyroid extract has achieved 
success in the treatment of certain types of keratitis and uve- 
itis, is that insufficiency of glandular secretion inhibits the 
action of remedies which possess a so-called antiphlogistic, or, 
in asense, specific influence. This being eliminated by organo- 
therapy, the inhibition is removed and the remedy is free to 
exercise its curative activity. That more or less antagonism 
exists between the processes of mercuralization and inflamma- 
tion, at one time maintained, and not, I think, altogether 
abandoned, is well known. Should this be true, it might be 
asserted that this constituted the basis of the good effect of 
the mercury therapeusis, save only that primary inflamma- 
tion of the pituitary body, if it occurs at all, must be very 
unusual (Adami). 

As organotherapy alone in hypopituitarism has often proved 
successful, it may be asserted that the action of mercury as a 
curative agent in this regard was negative, but it is difficult 
to believe that its influence was negligible, considering the 
large amounts of the drug which were exhibited. 

Finally, to leave the field of pure speculation, mercury 
undoubtedly stimulates in some particulars glandular activity 
—the salivary gland and the pancreas. Whether such influ- 
ence is also exercised in the endocrine glands I do not know, 
but it may well happen that mercury and thyroid and pituitary 
body extract, simultaneously exhibited, develop a synergic 
action, each aiding the other in stimulating glandular secre- 
tion with advantage, therefore, in the stage of glandular 
insufficiency. 

I venture to make the following suggestions, in spite of the 
limited experience on which the conclusions are based: 

None of the ocular symptoms depending upon pituitary 
body disease is of itself characteristic of acquired syphilis, and 
these symptoms, therefore, do not differ from those exhibited 
by patients who are not syphilitic. 

It is possible, even probable, that a careful analysis of cases 
of pituitary body disorders, with exterior ocular muscle palsies, 
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would show a greater incidence of such paralyses in luetic 
subjects, especially in secondary involvements from bony or 
dural syphilis. 

Naturally, if a patient with acquired syphilis develops the 
symptoms of hypophyseal disease, active specific treatment 
should, and would, be instituted. 

If in such circumstances the gland itself is not either pri- 
marily or secondarily syphilitic, the ocular signs of pituitary 
body involvement would not yield, and surgical interference 
is indicated. If the gland is the seat of syphilis, being gum- 
matous, for instance, a freely employed specific treatment may 
result in satisfactory and even brilliant results. 

All patients, therefore, with pituitary body disorder, who 
also have constitutional syphilis, or from whom the suspicion 
of such an infection cannot be eliminated, should have the 
advantage of a full trial of this therapeutic test. The advan- 
tages of such measures in the treatment of the not infrequent 
involvements of the gland in the subjects of congenital syph- 
ilis, even in the presence of dystrophia adiposa genitalis is a 
matter of record (Nonne). 

Ophthalmoscopic examination of the eyegrounds of patients 
with hypophyseal disorders should be thorough, including, 
after dilatation of the pupil, the periphery of the fundus. 
Discovery of patches of retino-choroiditis, centrally placed, 
are not readily overlooked but otherwise lesions especially in 
the far periphery may be overlooked; this is particularly true 
of congenital lues, where other stigmata of this disease may 
not be conspicuous. 

In stages of glandular insufficiency the efficacy of organo- 
therapy is probably enhanced by simultaneous administra- 
tion of mercury (preferably by inunctions) and the gland 
extracts, even though the presence of syphilis is not demon- 
strable by the usual methods. 

It is probable that a combination of thyroid and pituitary 
gland extracts is more efficient than either of the extracts 
alone, and that this combination, associated with mercury, is 
more effective than is an extract of one gland, even though 
given in conjunction with unguentum hydrargyrum. 
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THE CONTROL OF PITUITARY LESIONS, AS AFFECT- 
ING VISION, BY THE COMBINED SURGICAL- 
X-RAY-RADIUM TREATMENT.* 


By CHARLES H. FRAZIER, M.D., D.Sc. 
SURGEON TO THE UNIVERSITY HosPITAL, PHILADELPHIA. 


(With five illustrations on Text-Plates XI.-XII.) 


N at least 90 per cent. of cases, the patient seeks relief at 
the hands of the surgeon because of failing vision. In the 
remaining 8 per cent., headache with or without failing vision 
is the symptom of which the patient seeks to be relieved. In 
the exceptional case there may be disturbances of pituitary 
function that are factors, such as adiposity, sexual apathy, 
amenorrhea. But in the vast majority of those who find their 
way to the Neurosurgical Clinic, the pressure phenomena, 
failing vision and headache, are the chief indications for surgi- 
cal intervention. 

It is surprising how late in the course of the disease the true 
nature of the lesion is revealed. Looking over my records I 
find when first consulted that 24 per cent. were totally blind 
and 21 per cent. practically blind in one eye. In other words, 
45 per cent. or almost half, had already lost the sight of one 
eye. In 6.5 per cent. the patient was totally blind in both 
eyes or practically so. 

’ Hemianopsia was of course the most constant ocular finding; 
in only 5 per cent. was there recorded a choked disk. 

As visual disturbance is the principal offender and as this 
is a pressure phenomenon, the problem which confronts the 
surgeon primarily is one of relieving pressure upon the optic 

t The substance of a discussion at the meeting of the Section on Oph- 
thalmology, New York Academy of Medicine, December 20, 1920. 
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commisura or optic tracts. He must choose one of several 
procedures. 

1. Sella decompression. 

2. Sella decompression with excavation of lesion. 

3. Sella decompression followed by radium and X-ray 
therapy. 

4. Suprasella subtotal extirpation. 

In selecting one or the other of these procedures a number of 
factors relating to the gross pathology of pituitary lesions must 
be taken into consideration. 

Perhaps the first inquiry that one would make is this: 
Has the lesion already decompressed itself? If there has been 
a spontaneous decompression by erosion of the floor of the 
‘sella turcica, nature has accomplished all that the surgeon 
might have hoped to do had he in mind a simple sella decom- 
pression. But the removal of the floor of the sphenoid sinus, 
even after a spontaneous decompression, is of advantage in 
that the action of the radium is more effective when this par- 
tition of bone intervening has been removed, that is when the 
radium is applied, as has been our practice, through the 
nasopharynx. Unfortunately, radiographic studies do not 
always reveal the defect in the sella floor, in cases of spontane- 
ous decompression, and the discovery is made on the operat- 
ing table. The following is a case in point. 


M. V. A. Age 50, File No. 63198. (Referred to the Neuro- 
surgical Service by Dr. G. E. de Schweinitz.) 

In 1911 the patient was refracted for glasses because of 
failing vision. Three years later her glasses were changed. 
Six months later she was again refracted and she then 
noticed that there was a haze over the right half of the 
right eye. In 1917 she was practically blind in the right 
eye and her vision in the left eye began to fail particularly 
in the left half of the visual field. Now she can read only 
the largest letters of the newspaper headings. Headache 
has been more noticeable in the past two months, and she 
has had occasional attacks of nausea. She has gained 20 
pounds in the past two years. 

Summary of Physical Examination.—O.D. sightless. 0O.S. 
vision zy. Both disks show typically the appearance of 
pituitary atrophy. Temporal hemianopsia. 

X-ray Report—Characteristic sella deformation. Pos- 
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terior clinoid processes atrophied. Encroachment upon 
sphenoid sinus. 
Operation.—Subsellar decompression. Immediately upon 
removing the floor of the sphenoid sinus a pulsating mass 
presented, having the appearance of an adenoma. 
Post-operative treatment.—X-ray crossfire through tem- 
poral regions. Radium therapy through nasopharynx. 


Commentary.—Ten and a half years after the patient first 
complained of failing vision and seven and a half years be- 
fore she was operated upon she noticed herself the increasing © 
hemianopsia in one eye and yet even at that time the cause 
of her visual disturbance was not appreciated. It was not until 
the right eye was sightless and the left eye nearly so that she 
consulted Dr. de Schweinitz. This is the striking feature of 
this history, by no means a unique one. At the operation it 
was found that a spontaneous decompression had already 
occurred and had it not been for this she would no doubt 
have been totally blind. A subsellar decompression three 
years ago would unquestionably have conserved the vision in 
one eye and five or six years ago in both eyes. 


Secondly, one should take into consideration in the selection 
of the surgical plan of attack to what extent the sphenoid 
sinus has already been encroached upon by the deformation 
of the sella floor. When the sinus, as revealed in the roentgeno- 
gram, is to all intents and purposes obliterated, but little 
relief will follow a sella decompression and such relief as there 
may be will be of but transitory duration. I could cite for 
illustration a number of instances where the roentgenogram 
showed the sinus practically obliterated. 

Thirdly, has the lesion ruptured the diaphragm and is there 
already an intracranial extension? Unfortunately we have no 
reliable means of determining before operation the limitations 
of the lesion. We may have in the X-ray profile physical 
proof of the downward growth of the lesion, but from this no 
inference can be drawn as to the presence or absence of a supra- 
sellar projection. We may assume, though not without 
confirmatory evidence, that the expansion of the lesion was 
primarily downward. Presuming the growth was primarily 
downward, at the time the patient was first seen the greater 
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portion of the lesion may have been extra or suprasellar. 
Usually atrophy of the clinoid processes implies a rupture of 
the diaphragm and an intracranial extension, but in the earlier 
stages of the lesion the posterior clinoid processes may be still 
intact. 

One of the first cases in my series was a case in point; it 
happened to be a pituitary cyst, but the extent to which the 
cyst had become an intracranial lesion would not have been 
known had I not chosen in this instance the suprasellar 
approach. 


D. G. Age 23. (Referred to the Neurosurgical Service by 
Dr. Charles K. Mills.) 

Résumé of History—Five years before admission there 
developed a right-sided temporal hemianopsia. Consulted 
physician who prescribed potassium iodide in large doses. 
Later he was given deep injections into the buttocks. A 
year later there was a history of headache, nausea, and 
vomiting which has-persisted. Three years after the onset 
he was totally blind in the right eye. A year before admis- 
sion he developed a temporal hemianopsia in the left eye 
and lately the vision in this eye has become much impaired. 
He complained of physical lassitude and extreme thirst. 
He had an enormous appetite. 

Summary of Physical Examination —Small of stature 
with characteristic features of the Frohlich Syndrome. 
O.D. sightless. O.S. temporal hemianopsia. Vision 75. Both 
disks atrophic. X-ray report. Moderate but characteristic 
sella deformation. 

Operation Transfrontal Exploration—A large cyst pro- 
jected between the hemispheres (see Fig. 1). Cyst opened, 
liquid contents evacuated and solid contents removed with 
scoop. Wound closed. Operative recovery. 


Comments.—Again we have in this history a characteristic 
history of pituitary disorder, extending unrecognized over a 
period of at least five years, and treated by the so-called 
expectant plan (mercury and iodides), until at the time of 
operation the patient was practically blind in both eyes. In 
the roentgenogram there was no clue to the large intrahemi- 
spheric extension of the pituitary lesion. The sella turcica was 
only moderately enlarged and had I not elected in this case 
to expose the lesion by a suprasellar approach the dimensions 
of the intracranial extension would not have been known. 
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1—Pituitary cyst. Diagram- 
erepresentation of the proportionate Fic. 3.—A primary endothelioma at the 
isons of cyst exposed by a trans- base of the skull, superimposed upon the 


ntalcraniotomy. (Case 2.) pituitary fossa, viewed from above. Note the 
lateral extension of a secondary pituitary 
hyperplasia. (Case 3.) 


.4.—Vertical section showing relationship 
Pe superimposed endothelioma to the sella FiG. 5.—A drawing to represent the calcified wall of a pituitar 
ats, (Case 3.) cyst as revealed by the X-ray. (Case 4.) 
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Even after the removal of the floor of the sella thus afford- 
ing an avenue unopposed for the downward growth of the 
lesion, we cannot infer that the lesion will not grow upward 
at the same rate as if the sella floor remained intact. In this 
upward growth we have the explanation for the recurrences 
of visual disturbance which follow variable periods of relief 
after sella decompression. 

Finally we cannot distinguish a primary intrasellar and a 
primary suprasellar lesion with secondary involvement of the 
pituitary. In this connection I may cite two illustrative cases. 


L. T. Age 44. File No. 37190. (Referred to the Neuro- 
surgical Service by Dr. R. E. Brennerman.) 

Résumé of History—Ten years ago her feet became 
noticeably larger and soon her hands. Coarseness of the 
features of the face was observed and later accession in 
weight. Six years ago the vision of the left eye became 
impaired and within a year she was totally blind in this eye. 
Within the past four months she has had difficulty in reading 
with the right eye. 

Summary of Clinical Findings.—Physical signs those of 
dyspituitarism. Acromegalic features with marked accession 
in weight (former weight 120 pounds, present weight 210 
pounds). Ophthalmic Report: O.S. sightless, O.D. hemi- 
achomatopsia. Spinal pressure 18mm Hg. X-ray report: 
Posterior clinoid processes atrophied. Sella deformation 
characteristic of pituitary lesion. 

Operation. — Cocaine anesthesia. Transphenoidal ap- 
proach. Sphenoid sinsu shallow. Upon removal of sella 
floor the pituitary lesion was exposed. Moderate pulsation 
but no attempt at herniation as seen when suprasellar 
pressure is marked. Partial excision of lesion. Wound 
closed and nares tamponed. Immediately after the opera- 
tion the patient became wildly delirious, tossed about in 
bed, and could not be controlled. The delirium continued 
and she died the following day. The delirium was attributed 
to a susceptibility to cocaine. The cause of death was. 
undetermined. 


Comments.—In this case the interesting feature was the dis- 
covery at autopsy of a primary endothelioma, suprasellar. 
(See Figs. 2,3,and4.) The pituitary disorder was undoubtedly 
a sequel of the superimposed growth. That there was a lesion 
beyond the limits of the sella turcica might have been surmised 
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from the atrophy of the posterior clinoid processes, but the 
nature of the suprasellar lesion could not have been even sus- 
pected. Again in this case there is the unconscionable delay 
and procrastination in the presence of unquestionable evi- 
dence of a pituitary lesion. The patient meanwhile loses the 
sight of one eye completely and of the other partially. 

In exceptional instances the roentgenogram may indicate a 
suprasella lesion as in the following case, where there were 
deposits of calcified salts in the cyst wall by which the outline 
of the cyst could be detected in the roentgenogram. 


J. E. Age 17. (Referred to the Neurosurgical Service 
by Dr. Wm. G. Spiller.) 

Summary of History.—Since birth the mother noticed 
some impairment of vision. Seven years before admission 
began to have attacks of vomiting. These gradually sub- 
sided but were followed by severe headaches. Some diffi- 
culty in walking but no ataxia. Disposition irritable. 
Patient undersized, no growth since ten years of age. 

Summary of Physical Examination.—Short stature. O.D. 
no vision in temporal field. O.S. sightless. X-ray report: 
Outline of a large suprasellar lesion clearly seen. Marked 
sella deformation. 


Operation.—Transfrontal approach. Large suprasella 
cyst readily explored. Wall calcified. Partially removed 
with rongeur forceps. 100cc of reddish yellow fluid evacu- 
ated. Cavity of cyst swabbed with solution of tincture of 
iodine. Wound closed. Operative recovery. 


Comments.—The deposition of calcium salts in the wall of 
the cyst was clearly portrayed in the roentgenogram. (See 
Fig. 5.) The preoperative diagnosis in this case was a primary 
suprasella growth with secondary pituitary involvement. As 
a matter of fact the lesion originated within the sella turcica. 
This case might be contrasted with the preceding where a 
suprasella lesion was not suspected before the operation and 
the pituitary symptoms were believed to be due to a primary 
intrasellar lesion. In the one case the preoperative diagnosis 
was a primary suprasellar lesion with secondary symptoms 
and at the operation a pituitary cyst was disclosed. In the 
other the preoperative diagnosis was a primary pituitary lesion 
and at the operation a primary suprasella endothelioma was 
discovered with secondary hyperplasia of the pituitary body. 
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Fic. 2.—Photograph of patient showing the characteristic 
physical signs of dyspituitarism. (Case 3.) 
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Having in mind these facts relating to the gross pathology 
and growth of pituitary disorders on a theoretical basis the 
indications for the two methods of attack might be summed up 
as follows: (1) A simple sella decompression is indicated, 
(a) when there is no striking evidence of intracranial extension 
and (b) when there has not as yet been a spontaneous de- 
compression. (2) The suprasellar approach is to be chosen 
(a) when spontaneous decompression has occurred and (b) 
when there is positive evidence of an intracranial extension. 
But this program, while theoretically consistent, does not 
take into consideration certain practical considerations. In 
the first place the suprasellar operation is a very much more 
formidable procedure not because of the nature of the exposure 
through a large cranial opening but because it implies an 
attempt at a more or less radical extirpation of the lesion. 
And, in the second place, we must take into consideration 
that, after the immediate though perhaps transitory relief of 
pressure by a subsellar decompression, the growth of the lesion 
may be arrested by the use of radium and X-rays. 

For these two reasons, particularly, the program which I 
have adopted differs from the above and may be summarized 
_ as follows: If an operation is indicated in the management of 
the case, a simple subsella decompression is practiced with 
incision of capsule, but without attempting extirpation of the 
growth. Should there be a recurrence of visual disturbance, 
X-ray and radium are employed by an experienced roentgen- 
ologist. If, despite these, the condition is not under control, 
to prevent impending blindness, the lesion is exposed by a 
transfrontal craniotomy and removed in whole or in part. 

With this rather long preamble, I come to the question of 
X-ray and radium therapy as an adjuvant of surgical inter- 
vention. There is now sufficient evidence at hand not only 
from my own clinic, but from other sources, to justify one’s 
confidence in the efficiency of X-ray or radium as controlling 
the growth of pituitary lesions. Since the pathology of the 
thyroid gland is analogous in many particulars to that of the 
pituitary body one might have assumed that since X-ray and 
radium therapy has influenced the process in one it might in- 
fluence the processin the other. Quite recently I have reviewed 
the literature on the subject of X-ray therapy of pituitary 


224 Charles H. Frazier. 


lesions and found a number of reports, such as those of Jauges 
(Journal de Radiologie et d’Electrologie, Paris, vol. 3, No. 11), 
Webster (Archives of Radiology and Electrotherapy, London, 
vol. 24, No. 8) and Becleri (June, 1920, Médicin), in which 
will be found unquestionable evidence of the effective control 
of this agency. ‘ 

The first application of radium, in the treatment of pituitary 
lesion, was made for me by Dr. George E. Pfahler, in a patient 
who had recurrence of symptoms nineteen months after a 
sella decompression. The results in this case were so emi- 
nently satisfactory that, whenever possible, I have applied 
radium and X-rays as a routine practice immediately after 
the operation as a prophylactic measure. But prior to the 
inauguration of this plan I had under my observation 4 cases, 
in which neither X-rays nor radium had been employed until 
there were signs of recurrence and I will record in abstract 
the essential features in this series. 


CasE 1.—Recurrence of headaches and visual disturbances 
19 months after a sella decompression. Following a course 
of glandular feeding, X-ray and radium therapy there was 
a disappearance of scotomata, restoration of normal vision, 
and reéstablishment of menstruation. There was no 
recurrence 4 years after treatment was instituted. 

Female, age 30, consulted me November 27, 1917; nine- 
teen months before she had been operated upon (sella de- 
compression) for disturbances of vision due to an intrasellar 
pituitary lesion (struma). 

At this time the following notes were made: Amenorrhea 
has been present for 3 years and still persists; aggravation 
of headaches; ocular disturbances; O.D. vision §, O.S. 
vision $; scotomata in both eyes. 

Treatment.— Radium and X-ray therapy; thyroid and 
pituitary feeding. 

Final observation June, 1920. Headaches not so severe, 
menstruation established after cessation of 6 years. Scoto- 
mata in both eyes entirely disappeared. Vision normal. 


CasE 2.—File No. 35795. Transfrontal hypophysectomy, 
August 25, 1917. April, 1920, 3 years and 4 months after 
the operation and treatment with radium and X-rays, the 
condition of the eyes was reported as follows: O.D.blind 
(before operation). O.S. slight improvement in field of 
vision as compared with previous examination. The roent- 
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‘genogram shows no further enlargement of the sella and no 
further atrophy in the posterior clinoid processes. In other 
words there has been an improvement rather than a deterio- 


ration of vision extending over a period of three and a half 
years. 


In the following cases X-rays alone were employed. 


CasE 3.—Subsella decompression March, 1916. Improve- 
ment until August, 1917, then recurrence. In November, 
1917, the roentgenogram showed the posterior clinoid 
processes still intact and there was a bitemporal quadrant 
defect. In April, 1918, X-ray treatments were begun, and 
in November, 1918, vision of both eyes was reported as 
improved. (The treatment was extramural.) In October, 
1920, 4 years and a half after the operation and 2 years and 
6 months after the beginning of the X-ray treatment, a 
letter from the patient says: ‘Last fields taken several 
months ago showed improvement. Sight not deteriorating. 
Taking X-ray treatments once a month and pituitary and 
thyroid feeding daily.” 


CasE 4.—February 15, 1915, a sella decompression fol- 
lowed by improvement. August, 1917, recurrence of visual 
disturbances; May, 1918, a second sella decompression 
followed again by improvement. December, 1918, X-ray 
treatments were begun (extramural). It was reported in 
November, 1920, 5 years and a half after the first and 2 
years and a half after the second decompression that the 
patient had received 160 X-ray treatments; the improvement 
reached its maximum in July, 1919, but since then there 
has been a slight encroachment upon the fields. 


The results in this series seemed to me convincing as to the 
advantage of the combined surgical-X-ray-radium treatment 
and justified the adoption of a subsella decompression, as the 
first surgical method of attack, in preference to the more for- 
midable attempt at extirpation of the lesion by the suprasella 
approach. There is little advantage, I believe, in the neces- 
sarily limited extirpation that one can practice by the tran- 
sphenoidal route, and this attempt at extirpation adds not only 
to the difficulties but the risks of the operation. At best the 
extirpation must be subtotal and with the limited exposure 
one can never be quite sure how much of the lesion may re- 
main. We must, I think, recognize the limitations of any 
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attempt at dealing radically with the lesion in any transphe- 
noidal method and it is for this reason that I venture to call 
attention to the possibilities of X-ray and radium therapy 
combined with a simple decompression operation. One might 
ask appropriately, why operate at all. There are two valid 
reasons to justify operation: the first because substantial and 
immediate relief usually follows a sella decompression; sec- 
ondly, because in the removal of the interposing bony partition, 
the floor and roof of the sphenoid sinus, the effect of radium 
upon the pituitary is thereby increased. 

I now have under observation another series of cases, 
operated upon since the war, in which radium and X-rays are 
being applied by Dr. H. K. Pancoast at stated intervals. 
Sufficient time has not as yet elapsed to warrant the drawing 
of conclusions. In course of time the results in this series 
will be placed on record. 

For the present at least I must rest my case upon the evi- 
dence presented in the series as above recorded. It is un- 
fortunate that in two of these radium has not been employed. 
Whether in Case 4 the encroachment upon the visual fields 
would have followed had radium been combined with X-ray 
therapy isa matter of conjecture. At all events, in the other 
three of the four cases there has been no recurrence, four 
years, three years and four months, and two and a half years 
after treatment was inaugurated. The records of these cases 
are presented to direct attention to the possibilities of this 
combined treatment. Before its acceptance or adoption 
confirmatory evidence from other sources should be offered. 
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MOLLUSCUM CONJUNCTIVITIS.‘ 


By Dr. HAROLD GIFFORD anv Dr. SANFORD R. GIFFORD, 
Omana, NEBR. 


(With four illustrations on Text-Plates XIII.-XIV.) 


HERE are many cases of chronic conjunctivitis which 
resist all measures directed to the conjunctiva itself, in 
which we are obliged to look elsewhere for an underlying cause 
and for means of relief. Of these cases, there is one type, 
fairly uncommon, but still common enough so that a specialist 
should see one or more every few years, whose cause is some- 
times overlooked by simply not having it in mind among the 


possibilities. These are the cases with a single or at most two 
or three nodules of molluscum contagiosum on or near the 
lid border. 

These little nodules of the disease present a pearly white, 
waxy appearance; vary from a pin-head to a pea in size; and 
are usually quite easy to differentiate from milia, small warts, 
and fibromata by their central depression, from which a 
cheesy material can often be expressed. The central umbilica- 
tion may in some cases, however, be very minute, and not 
noticeable to the naked eye, when, if no typical lesions are 
present elsewhere, sections may be necessary for a diagnosis. 
There are usually several lesions on the lids or elsewhere on 
the face, and they may be very numerous, but only one lesion 
may be present at one time. There is usually little or no 
irritation of the skin about them, which distinguishes them 
from acne pustules. This makes it the more remarkable that 
their presence, especially on the lid-borders, should sometimes 
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give rise to quite marked conjunctivitis, often of a follicular 
type, with thickening of the folds. 
The following reports of cases in which the growths were 
removed and diagnosis confirmed by section, will serve to 


CasE 1.—Winston P——, a boy of fourteen, had been 
treated for blepharitis the past eighteen months. After not 
having reported for six months, he appeared with an acute 
conjunctivitis of the right eye, congestion being most 
marked in the lower fold. He showed a small nodule at 
the center of the right lid-border, which showed no central 
depression and was considered a wart. A zinc collyrium 
was prescribed and he did not return till three months later, 
when he still showed some conjunctivitis and the nodule 
was considerably larger, about 1.5 millimeters in diameter. 
It was removed, and sections showed the typical picture 
of molluscum contagiosum as seen in Figure 1. 

Two years later he had developed no new lesions nor were 
any found elsewhere on the skin. His conjunctivitis was en- 
tirely relieved soon after the operation. He gave no history 
of any contact with cases presenting a similar condition. 
(One of the pieces of his nodule was placed in a subcutane- 
ous pocket of one of our forearms, where it remained till 
it was absorbed without ever causing any irritation or new 
growth.) 


CasE 2.—Mrs. J., aged 62, came in with the symptoms 
of conjunctivitis of both eyes. That in the left eye yielded 
to treatment with a zinc collyrium, while that in the right 
eye persisted for over a month. At this time, a small nodule 
#s of an inch in diameter was removed from the center of 
the right upper lid border. It was raised, with no central 
depression noticeable, but many small white dots scattered 
over the surface. Sections showed it to be a molluscous 
nodule (Fig. 2). The patient did not report for a month, 
and then still showed some thickening of the lower folds, 
though the conjunctivitis was considerably better. Nine 
months later she returned, showing no conjunctivitis, and 
stating that she had never had any other similar nodules. 


CasE 3.—Mr. A——, aged 39, had been suffering with 
the symptoms of conjunctivitis of the right eye for six 
weeks. Theright lower tarsus and upper fold were congested 
and roughened. The lid-borders were inflamed, and lachry- 
mation was marked. At the junction of the middle and 
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outer thirds of the right upper lid were two small white 
nodules almost one millimeter in diameter. They showed 
no distinct umbilication, but on squeezing one of them with 
trachoma forceps, a cheesy material was expressed. This 
was expressed thoroughly, and the other one was removed 
for examination. It showed the typical picture seen in 
Figure 3. The roughness and congestion persisted for 
several days till the patient returned home with a zinc: 
collyrium and yellow oxide ointment. In two months he 
reported that his eyes had been relieved of symptoms soon 
—_ rs reached home. No other nodules had appeared on 
the lids. 

After four years, he reports no more trouble with the 
eyes, stating that he has had no more lesions elsewhere, 
and knows of no possibility of contagion in his case. . 


CasE 4.—Mr. W., aged 25, came in complaining of 
soreness of the left eye for the past six months. During this 
time, he had been treated by several oculists with applica- 
tions of copper, silver, and other agents with no improve- 
ment. 

The left eye showed marked congestion with swelling of 
both folds and considerable discharge. In the center of the 
lower lid-border was a small typical molluscum nodule. 

This was excised, sections showing the appearance seen 
in Figure 4. He was sent home with a zinc collyrium and 
zinc cerate ointment to apply to the lid borders. He has not 
been heard from since this time. 


CasE 5.—Mrs. S., aged about 45, was referred by an 
oculist of excellent ability and training on account of 
ulceration of the left cornea which had resisted two or three 
weeks of treatment with ordinary measures. She had an 
ulceration of about } inch in diameter in the lower corneal 
quadrant, rather superficial, but with a good deal of infil- 
tration of the borders. The secretion was slight, the lower 
conjunctival fold was congested and somewhat rough. The 
eye was unusually irritable and sensitive to light. About 
the center of the lower lid margin there was a typical mol- 
luscum nodule about 4; of an inch in diameter. This was 
excised, whereupon the ulcer promptly healed under prac- 
tically the same treatment that had been used before. The 
nodule was not examined microscopically. No other nod- 
ules were found. tes 

CasE 6.—Dr. A., age 42, had constant irritation of the 
left eye. This had been going on for the last six months. 
Had been treated as conjunctivitis with zinc collyrium, 
argyrol, and other antiseptics, with no effect. Examina- 
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tion showed marked congestion of the bulbar and palpebral 
conjunctiva of the left eye with a good deal of thickening 
of the lower fold and roughness of the lower tarsus. A small 
pearly white nodule about 3 millimeters in diameter was 
present in about the center of the left lower lid showing 
distinct central depression. The patient stated that this 
was the only similar nodule he had ever had on his lid, and 
that he never had any others elsewhere on his body. Under 
cocaine, this nodule was incised and the contents squeezed 
out with a ring curette, proving to be a mass of small 
gelatinouslumps. A collyrium of zinc chloride one grain to 
the ounce was prescribed and hot applications twice a day. 
The patient returned in two weeks stating that he had had 
practically no symptoms after about three days from the 
time the nodule was squeezed out. Congestion was much 
less, although there was still some thickening in the lower 
fold. The nodule has showed no signs of filling up with fluid 
and was drying up. Sections of the mass expressed from 
the nodule showed it to be composed of lobules of epithelium 
enclosing homogeneous refractile ‘‘molluscum bodies.” 


Including the cases above referred to, we have seen, in 
the last fifteen years, about a dozen of these cases in which 
persistent irritation of the conjunctiva has been kept up by 
one or two molluscum nodules at the edge of the lids. In 
none of them has there been any other evidence of the disease 
on the uncovered portions of the body, and the patients know 
of no other nodules of the sort, but they were not stripped for 
examination. 

The diagnosis, except in the cases mentioned, was made 
from the characteristic appearance of the nodule. In more 
than three fourths of the cases only a single nodule was present. 
In one of the older cases, one of us inoculated a whole nodule 
from the cheek under his own skin, with negative results. 


Literature —The fact that molluscum contagiosum of the 
lid-border may cause an obstinate conjunctivitis, which is 
quickly relieved on removal of the lesion, though it must be 
well known to many clinicians, has received but scanty atten- 
tion in the literature. The textbooks, while discussing the 
disease as an affection of the lids, give this phase of it prac- 
tically no attention. There is no mention of its effects on the 
conjunctiva in Fuchs (1913), Ball (1916), Axenfeld (1919), 
Norris & Oliver (1898). 
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In 1895-96, occurred a rather amusing passage in ophthal- 
mologic dialectic which must have brought some attention 
to the subject. Steffan (1) called attention to certain “‘adeno- 
mata”’ along the lid-border which he said often produced a 
conjunctivitis lasting till they were removed. He suggested 
that some secretion from the nodules, getting into the sac, ir- 
ritated it, which irritation was increased by the patient’s rub- 
bing. Headded:“ Practice is forever teaching us things which 
are set down in none, not even the thickest of text-books.” 

To this De Wecker in 1896 replied (2): “‘ Will you allow 
me, since I have on my conscience the preparation of one of 
the thickest textbooks, to remind you that in an unfamiliar 
case, one does not always take the time-consuming trouble to 
go through the thick textbooks.” 

He calls attention to the statement in his Traité Complet 
that conjunctival inflammations are often caused by very 
slight irritations of the lid border, which region should be 
examined carefully in cases of persistent conjunctivitis. He 
stated that the “‘adenomata”’ referred to could be nothing else 
than the nodules of molluscum contagiosum, and that he had 
opportunity to demonstrate their removal for the relief of 

_ conjunctival irritation before students almost every year. 

Steffan (3) admitted that the nodules he referred to were 
molluscum nodules. 

Muetze (4) reported three cases in which removal of the 
nodules relieved conjunctival irritation not yielding to ordi- 
nary treatment. One case had a recurrence requiring a second 
removal. This patient had cared for a child who developed 
molluscum about five weeks before she herself developed it. 
His diagnoses were proved by sections, and the typical picture 
is seen in his illustrations. He thinks the conjunctivitis is 
due partly to extension of the local inflammation from the 
skin to the conjunctiva, partly to an irritating secretion from 
the tumor being rubbed into the sac. 

Oppenheimer (5) reports three cases of conjunctivitis of 
the follicular type associated with molluscum of the lids. 
‘They were cured by squeezing out the contents of the nodules 
with forceps. One had a recurrence after three months, which 
was cured by a second expression. There is no history of 
contagion in his cases, but one instance of infection from one 
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lid to the other. He says Sachs and Elschnig reported several 
similar cases, but no reference to their work could be found. 

Harman (6) mentions the reported association of molluscum 
with conjunctivitis but his experience leads him to believe 
that such association is one of coincidence, not of cause and 
effect. His cases of molluscum, one with twenty-five nodules 
on the lids, showed no conjunctivitis. 

V. Michel (7) quotes Salzer and Muetze as stating that mol- 
luscum is a cause of persistent conjunctival irritation. He 
states that the site of election for the nodules is the lids and 
mentions a case of his own with 107 lesions on the face, fifteen 
being on the left lids and sixteen on the right. 

Lauber (8), in a brief case report, describes a woman of 
sixty-three with numerous molluscum nodules and a follicular 
conjunctivitis. 

Stelwagon (9) states that when the nodules are situated on 
the lid-borders, they sometimes produce considerable irrita- 
tion and exceptionally a conjunctivitis. 

As many cases of molluscum give no history of contagion, 
some doubt has been cast, lately, on the fact of its contagious 
nature, in spite of such evidence as the epidemic described by 
Mittendorf on Staten Island (quoted by Muetze), and Cail- 
lault’s description (quoted by V. Michel) of its occurrence 
in fourteen out of thirty children living in one ward of an 
institution. There was no history of contact in any of our 
cases, and the result of inoculation in two cases gives only 
negative information on this point. Quite recently, however, 
Wile & Kingery (10) seem to have put this beyond a doubt 
by producing typical lesions in several human subjects by 
subcutaneous injection of the sterile filtrate from curetted 
lesions. They could thus study sections of the lesions in all 
stages and so obtain some idea of their natural history. 

Discussion.—In the cases reported, there was in three some 
question as to the diagnosis, since the central umbilication 
was not apparent, and there were no other typical lesions 
present to guide us. In these cases, the nodules were removed 
and sections showed them to be definitely molluscous. In 
other cases where the lesions were more typical, the nodules 
were simply incised and expressed thoroughly. This was 
apparently equally efficient as in no case did the growths 
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recur. We use a ring forceps with one side prolonged to a 
point, made to express trachomatous lids, but any type of 
forceps would be as good, provided pressure is made deep 
enough to express all the contents of the nodule, which often 
extends fairly deeply. 

Though the symptoms are usually relieved quite promptly, 
instances such as Case 2 show that apparently changes are 
set up in the conjunctiva which may persist for some time 
after removal of the irritating agent. 

As to the modus operandi of the nodules in causing conjunc- 
tivitis, it is hard to be definite. That it is not extension of 
the inflammation from the skin seems apparent from the 
usual absence of such inflammation about the nodule on the 
skin itself. The purely mechanical irritation of the nodule 
would appear to be almost negligible in some cases where it 
is not situated at the very lid border, but back among the 
lashes. It is possible that itching causes the nodule to be 
rubbed, and that in this way, some irritating secretion is 
carried into the sac which sets up the changes described. 

Conclusions.—That molluscum contagiosum may attack the 
skin of the lids is well known. 

That it may cause conjunctivitis is not well known to 
ophthalmologists, as is plain from the absence of any discussion 
of this point in many leading textbooks. 

That a single minute molluscum nodule on or near the lid 
margin, even without the distinctive umbilication, may keep up 
a troublesome conjunctivitis or even an ulceration of the cornea 
which resists ordinary measures but which heals promptly on 
the removal of the nodule, seems to be practically unknown. 
This is the real excuse for the publication of this article. 
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LACRIMAL SAC EXTIRPATION SIMPLIFIED." 
By Dr. ALLEN GREENWOOD, Boston, Mass. 
(With four illustrations on Text-Plate XV.) 


HE title of this paper indicates that no attempt will be 
made to bring forward a distinctly new operation, but 
to bring to the attention of Ophthalmic surgeons a descrip- 
tion of the various steps in performing a most simple and 
speedy operation for the location and removal of the lacrimal 
sac. The method to be described has been used by the author 
for the past twenty years and has always been found sat- 
isfactory. Two reasons have made it advisable to give a de- 
scription of this method: first, a careful perusal of the text- 
books on Ophthalmic Surgery and the chapters devoted to 
operations in regular Ophthalmic text-books has led to the 
feeling that a more concise outlining of a simple method for 
such an operation was very timely, secondly, during the past 
ten years that the author has been giving courses in surgery 
of the eye to postgraduate students at the Harvard Medical 
School, it has almost invariably been found that these men 
had been attempting this operation by the usual slow method 
of dissecting, layer by layer, to find the sac, with the frequent 
mischance of opening into the orbital fat, or of so injuring the 
sac as to make it difficult to remove it totally and most of 
them have said that they were loath to attempt an extirpation 
of the lacrimal sac on account of the many difficulties which 
they met when following the usual prescribed methods. 
The author is greatly indebted to his confrere, Dr. Walter 
B. Lancaster, for his kindness in loaning pictures to show 
with the description of this operation. Dr. Lancaster has, 
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for many years, been independently following the same plan 
of procedure, with equally satisfactory results. 

No attempt will be made in this article to differentiate cases 
that should best be operated on by extirpation from those 
that could be operated on through the nasal route or best 
be treated by some conservative methods, or destroyed by 
caustics. 

It is taken for granted that in any case of disease of the lac- 
rimal sac sufficient study and preliminary work shall have 
been given the case so that the operator has finally decided 
upon extirpation as the best operation for the individual case. 
Having thus decided he comes to the choice of operative 
methods. 

A glance at the anatomy of the bony lacrimal fossa and the 
surrounding parts will help us to a clearer understanding of 
the procedures described. As Colonel Elliot well puts it, 
“the guide throughout the operation is the lip of the lacrimal 
fossa.” 

Figure 1 shows the nerve supply and clearly indicates points 
most suitable for the injection of novocaine in-the method 
of extirpation of sac with local anesthesia. In this illustra- 
tion one also sees well marked the attachment of the upper 
and inner portion of the triangular ligament to the upper part 
of the posterior crest, thus allowing ample anchorage for the 
inner canthus even if the anterior portion of the triangular 
ligament is cut. The author has never seen any bad after- 
effects from cutting this anterior portion. 

The patient is prepared as usual for such an operation and 
general or local anzsthesia brought about. Local anesthesia 
is becoming more and more the custom, however. Prior to 
making the incision it is well to place a strip of adhesive plaster 
across the closed lids over the eye on the side to be operated 
on. It is then the author’s custom to outline on the skin 
with the finger nail the exact position of the lacrimal crest. 

A small scalpel should be used and the incision started 
I or 1} mm above the triangular ligament and the cut made 
directly down to the bone and following along the crest as close 
to the lip as possible downward and outward nearly 2cm in 
length. On separating this wound with one of the special 
retractors, like Mueller’s, or by the use of heavy silk sutures 
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passed through the skin, as shown in Fig. 3, it will be found, 
if the incision has been made properly, that the bone is ex- 
posed allalong thelacrimalcrest. The next step is to have the 
assistant hold up the upper angle of the wound with a large 
strabismus hook, similar to the Smith cataract hook (Fig. 4.) 
This helps to control hemorrhage and enlarges the field of 
operation. With a knife an incision should now be made 
through the periosteum from above downward, if the first 
incision did not cut clean tothe bone. This periosteum incision 
follows as close to the edge of the crest as possible. Usually 
about 4mm is enough to prevent endangering a slipping over 
into the sac. On separating this periosteum to the crest it 
will be found difficult to go farther as here it is firmly attached 
to the bone and to the deep fascia which lies over the sac. 
In fact the deep fascia and periosteum are intimately inter- 
woven at this point. It being impossible to separate the peri- 
osteum any farther a knife point can be used to cut through 
close to the bone and at once the sac comes into view (Fig. 2). 
The nick thus made should be enlarged upward and down- 
ward until the sac is thoroughly exposed (Fig. 3). The above 
method of finding the sac, which only takes a minute or two, 
has never failed in the hands of the author and the post- 
graduate students, after they have once had this operation 
properly demonstrated to them, seldom fail to find the sac 
easily and quickly. Following the exposure of the sac a perios- 
teum elevator may be used to pry the sac from the anterior 
portion of the lacrimal fossa, this being part of the lacrimal 
crest of the maxilla and made up of heavy bone. Posterior 
to this, however, lies the portion of the lacrimal fossa which 
is made up from the nasal bone and here great care must be 
exercised not to perforate or enlarge the perforations which 
may already exist in this structure. At this stage the author 
prefers to use a strabismus hook, gently separating the sac 
from its posterior bed (Fig. 3). Two hooks are very useful 
for this procedure and after they have been passed behind 
the sac they can be moved up and down until the sac is well 
freed except at the dome and at the entrance to the canal. 
The above part of the operation can be done quickly, easily, 
and with no hesitation. The next step is a little more difficult, 
but is simplified by taking a broad hold on the temporal cut 
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edge of the periosteum and fascia with a pair of fixation 
forceps. The deep fascia and periosteum are very much 
more prominent at the upper part where they are incorporated 
with the triangular ligament, and most easily seized at the 
lower part of the triangular ligament. Then the sac can be 
dissected from the deep fascia until it is possible to pass the 
strabismus hook completely around it. The hook can then be 
slid downward until it comes up against the bony ridge of the 
lacrimal canal. The sacis then grasped with mosquito forceps 
as low down as possible and cut off deep in the lower part of 
the fossa. The sac is now lifted out of its bed, the canaliculi 
cut and the dome of the sac separated from the upper part of 
the fossa. This is another point where a good deal of care is 
necessary because the sac at this point is very firmly adherent 
and usually has to be snipped away with the points of a pair 
of curved scissors. 

The whole operation in the majority of cases need not take 
more than ten minutes. It is the author’s custom to curette 
the lacrimal canal before closing the incision in the skin, 
but this is not always necessary and in patients who are 
operated on under local anzsthesia is apt to be rather painful, 
though this can be largely overcome by swabbing first with 
adrenalin and cocaine. The skin incision can be closed by 
interrupted suture, or as is shown in the accompanying cut, 
by continuous subcutaneous suture. The author is convinced 
that a more rapid healing is obtained if, at this stage, a suture 
is passed around the canaliculi both in the upper and lower 
lid, just to the nasal side of the puncta. This suture can be 
tied with a fairly tight knot ending in a bow knot so that it 
can be easily removed at the end of two or three days. This 
prevents tears from entering the space left after the removal 
of the sac during the process of healing. Sterile vaseline is 
applied over the region of the closed incision and pads of 
gauze of increasing size placed over the corner of the eye in 
such a way as to insure good pressure over the region of the 
lacrimal fossa. This dressing should not be removed inside 
of forty-eight hours and it is better left for even a longer 
period, when it can be removed and no further dressing is 


necessary. 
It is very exceptional that healing by first intention is not 
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secured and the patient allowed to go about his business at 
the end of the third or fourth day. 

The resulting scar is so insignificant that it is soon lost in 
the natural skin creases at this point. 
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TWO UNUSUAL CASES OF PTERYGIUM. 


By Dr. FUMIO YANO, tn THE Eve DEPARTMENT OF THE “AICHI’’ 
MEDIcAL COLLEGE, NAGOYA (JAPAN). 


(With one illustration in the text.) 


CasE 1. A case of pterygium with cyst. Sugiura T., 
aged 65, farmer, had noticed a growth in the inner margin 
of the left eye for ten years, which did not grow until eight 
days ago, when it began to enlarge rapidly. 

On January 19, 1921, examination revealed a growth 
extending from the inner margin of the left cornea to the 
plica semilunaris. The apex was united with a small sur- 
face of the cornea and the base merged in plica semilunaris 
without clear limitation. There was a cyst in the center of 
the pterygium 3mm in diameter, of a transparent yellowish- 
ted color. Except for the pterygium there were no other 
pathological changes in the eye. 

The apex of the pterygium was dissected away with a 
Graefe knife, the cyst cut out with scissors and the con- 
junctival defect closed with silk sutures. 

The structure of the cyst consisted in laminated pavement 
epithelium without any degeneration, and subconjunctival 
connective tissue with some blood vessels. The interior 
of the cyst was covered with cylindrical epithelium contain- 
ing yellowish material; there was no glandular structure nor 

ne. 

This case differs from a dermoid as it is progressive and 
contains neither hair nor bone. The condition is probably 
a pterygium which was at first nonprogressive, then has 
grown rapidly of late with the development of a cyst. Cyst 
formation in a pterygium is very rare and interesting. The 
cyst possibly arose from a lacrimal gland which is occasion- 
ally present in the bulbar conjunctiva. 

CAsE 2.—A pterygium extending to the lower palpebral 
conjunctiva. 

The following rare pterygium looked like a pseudo-ptery- 
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gium, especially the so-called one of the upper palpebral 
conjunctiva, but in view of its progression, it is more like a 
true pterygium. 

Ono S., aged 12, has had a small white opaque mass on 
the nasal corneal margin of the right eye for five years, and 
the diagnosis of pterygium was made. It did not grow 
until two months ago. There is no history of conjuncti- 
vitis or of any injury. There is a small pterygium on the 
nasal side in the left eye. In the right eye there is a mem- 
brane spreading from the lower lid to the cornea. It arises 


Pterygium extending to the lower palpebral conjunctiva. 


along the inner two thirds of the lid, 2mm from the lid 
margin and is firmly adherent to the lower and outer quad- 
rant of the cornea. The neck of the growth can be lifted 
up and is free. The cornea is otherwise intact, without any 
preceding inflammatory signs. The eye is normal. 

The growth is excised in two stages with a Graefe knife, 
the palpebral portion and then the corneal portion, and the 
defect is covered with a conjunctival flap without a peduncle. 
After the attachment of this, the other part of the head is 
dissected away in the same way and the flap with a peduncle 
taken from the temporal side is stitched to the other 
stitched beforehand. 

The specimen is prepared for examination and found to 
consist of (1) epithelium: the laminated epithelium without 
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degeneration, and (2) subconjunctival connective tissue 
which is a little thicker and more vascular. 

A pterygium is generally situated at the nasal side of the 
cornea, rarely at the temporal; at the upper or lower margin 
it is very rare. It occurs in elderly, rarely in youthful 

sons. 

This case resembles a pseudo-pterygium, but there is no 
history of corneal ulceration. There is a case on record 
of a band stretching from the upper fornix to the upper 
palpebral conjunctiva, which Schapringer (2) described as 
“‘Angeborene Schirze der Lidbindhaut.”’ Similar observa- 
tions have been made by Campbell (4), Monphons (3) 
as “‘Pterygium des oberen Lides,” and Straub (5), Hoppe 
(6) and Wernicke (7). Schapringer explains the condition 
as due to the remnants of the amnion; according to Wernicke 
it follows an abscess of the conjunctiva; Monphons and 
Straub relate it to trachoma, and they all believe it to be a 
pseudo-pterygium. My case, being progressive, differs from 
the nonprogressive ones. There is a true pterygium which 
grows slowly toward the plica semilunaris, invades the 
caruncle and produces lacrimation; it is, however, extraor- 
dinarily rare. It occupies two thirds of the conjunctiva of 
the lower lid. 


I express my thanks to Professor Oguchi. 
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BILATERAL CIRCUMPAPILLARY CHORIORETINI- 
TIS WITH DETACHMENT OF THE 
RETINA IN SYPHILIS." 


By Dr. ARNOLD KNAPP, New York. 


HE following case of retinitis is of interest on account of 
its circumpapillary distribution, and the complicating 
detachment of the retina which was cured by antisyphilitic 


History.—J. K., Japanese, aged 26, came to the Herman 
Knapp Memorial Eye Hospital on February 7, 1920, stating 
that nine days ago his vision had begun suddenly to fail 
in both his eyes. He had always been well except for head- 
aches and had generally been constipated; two weeks prior 
to the loss of vision he suffered from severe frontal headache. 

Examination of the Eyes—February 13th, vision 
The field shows a defect occupying the upper half, and a 
well marked, irregular, central scotoma. 

Slight ciliary congestion, cornee clear, pupils dilated 
irregularly to atropine; the eyeballs are unusually soft, the 
intraocular tension in the right eye is 12 (Schiotz), and in 
the left 10. The disks are blurred and congested; the mar- 
gins are ill-defined. The veins show some tortuousness, the 
arteries are normal. The fundus picture is striking on 
account of retinal cedema like that observed in closure of 
the central retinal artery; the color is not white but is dis- 
tinctly green. This greenish discoloration extends well into 
the periphery. The retina around the optic nerve is raised 
like a wall, measuring +2 D. with the ophthalmoscope. In 
the lower part of both eyegrounds there is a very large 
retinal detachment. 

A careful general examination by Dr. W. W. Herrick 
shows patient to be well nourished, skin dry, one fistulous 
opening in the gum above the upper central incisor tooth, 


* Read before Am. Acad. Opth. Oto-Lar. Kansas City, October 14, 1920. 
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thyroids small, superficial lymph nodes not enlarged except 
in inguinal region; lungs, heart, abdomen negative; urine 
negative; blood count normal. The Wassermann test is 
4+. The stools contained a large number of active, motile, 
flagellate organisms. These were examined at the bacterio- 
logical laboratory of the College of Physicians and Surgeons 
and the organism was regarded as the trichoma hominis, a 
parasite which is found frequently in the tropics and is of 
no significance. 

The patient was given mercurial inunctions, calomel by 
mouth, and neo-salvarsan injections; atropine eye-drops 
and subconjuctival salt injections. 

Feb. 18th: Slight ciliary congestion. There is more 
exudation and more congestion in the retina. A line of 
exudate passes up and down from the disk in the retina. 

Feb. 23d: The cedema of the retina is somewhat less, 
and in the upper periphery the reflex is more pink. The 
detachment is perhaps somewhat greater; there are no 
hemorrhages; tension very much reduced; vision zy; 
nystagmus. 

Feb. 26th: Vision the same; optic disks more congested. 
There are a few hemorrhages in the right eye; the periphery 
in the eyeground is pink. 

Feb. 29th: Vitreous slightly clouded. While the optic 
nerve is not swollen, the surrounding retina is very dis- 
tinctly elevated, measuring +2 D. The veins are full, the 
arteries show no disease to the ophthalmoscope. The 
detachments have enlarged and nearly approach the disk. 

Mar. 7th: More ciliary congestion; pupils medium; some 
corneal deposits; the retina is more normally red; the left 
optic nerve shows more congestion. 

Mar. 12th: Vision improved to s§y; the fields have en- 
larged and the eyegrounds are clearer. 

Mar. 14th: Vision R. x, L. x44. Right eyeground 
much clearer, pupil dilated, eye is white, the detachment 
is distinctly smaller and flatter. Retina is pink; circulation 
is better though the veins are still broader than the arteries. 
The optic nerve is defined and pink. In the left eye there 
is some retinal exudation, especially on the nasal side of 
the disk, with a fresh hemorrhage up and in. 

Mar. 19th: The right eye is clearer. The detachment 
is less. The left optic nerve still shows some blurring. 

Mar. 21st: R. xy, L. ay. Field enlarged. The tension 
is better though it is still softer than normal. There is 
some ciliary congestion. 

Mar. 25th: Vision R. 4%5, L. s%. Pupils are dilated. 
Eyeground is clearer; the detachment is much shallower; 
there are some dark areas in the retina. 
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Mar. 29th: The retina has lost its green appearance and 
is again transparent. There is no swelling to be seen. Some 
congestion of the vessels; detachment shallow. Vision R. 

Apr. 11th: Vision R. #$, L. ;4%. Eyes are white, pupils 
dilated, some peripheric adhesions of iris; vitreous clear, 
tension normal. The optic nerves are distinctly blurred; 
some venous congestion; arteries show no abnormality; eye- 
ground pink; some slaty gray areas in the retina but no 
choroidal involvement visible; right peripheric shallow 
detachment. 

The patient then disappeared from view until July 2d; 
no treatment had been followed in the meanwhile. Vision 
is now $$ in eacheye. Field and tension normal. The eyes 
are white, pupils round, about 4mm in diameter, not reacting 
to light, slight contraction on convergence. The vitreous is 
clear. The optic nerves are pink with slightly blurred mar- 
gins, the arteries show no particular disease. The eye- 
grounds show the changes of diffuse chorioretinitis, choroidal 
atrophy with choroidal and retinal pigmentation. There is 
no detachment. 


The Wassermann test is 2+; the spinal fluid is negative. 

Diffuse syphilitic retinitis presents a very definite clinical 
picture. It is one of the few characteristic clinical pictures 
of syphilis, and was first described by Jacobson and then 
carefully studied by Foerster. The opacity of the retina most 
marked at the margins of the disk and along the course of the 
large vessels, diminishes gradually towards the periphery and 
the disk is not prominent. There are no exudates or hemor- 
rhages and characteristic dust-like vitreous opacities are 
usually present. The retinal vessels on careful inspection 
sometimes show delicate white lines. 

A subdivision of this condition has been described as 
circumpapillary retinitis. The opacity and swelling of the 
retina are so marked as to form a wall around the disk, which, 
however, is not included in the general swelling. The reason 
for this localization of the exudate to this part of the retina 
about the disk is not understood as no pathological examina- 
tions have been made but it is probably due to an anatomical 
cause. 

Dufour and Gonin (Encyclopédie Frangaise d’Ophtalmo- 
logie, vol. vi., p. 874, 1906) describe a bilateral case in which 
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the swelling of retina was so great as to appear in folds in 
he macular region. The opacity of the retina was just as 
oticeable as in obstruction of the retinal artery, but instead 
of a milky color the fundus presented a greenish-gray tint 
with white, tendinous reflexes. The retinitis occurred three 
to four years after infection and followed an iritis. 

This is the only case which I could find in the literature 
where the greenish tint was observed similar to the case 
described in this paper. The green color to my mind is due 
to the presence of an albuminous substance in the inflammatory 
exudates situated in the deeper layers of the retina. 

The retinal blood vessels did not show any obstruction and 
perivascular changes were not observed. The transition of 
the ophthalmoscopic picture to a chorioretinitis pigmentosa 
in a relatively short time (4 to 5 months) is unusual. The 
opacity of the retina sometimes persists for years, and the 
pathological progress is usually so slow that its termination 
in chorioretinal changes is rarely observed in the same pa- 
tient, though Leber’ says that this transformation in the 
ophthalmoscopic picture is quite definite. The symptoms in 
my patient were so active and the treatment so intensive 
-that the course was unusually accelerated. 

Avery interesting and ominous complication in this case was 
the bilateral detachment of the retina which is very unusual 
in syphiliticretinitis. Uhthoff in speaking of the value of anti- 
syphilitic remedies in treating detachment of the retina, says 

that though detachment of the retina in syphilitic retinitis is 
mentioned by several older authors (Galezowski, Hirschberg, 
Prouf, Gillet de Grandmont) he has never observed a case. 
This complication is not mentioned by Leber (Graefe-Sae- 
misch-Hess) or by Igersheimer (Auge und Syphilis). As is 
well known, detachment of the retina occurs in nephritic 
retinitis especially in the more acute forms and in severe cases. 
It is generally bilateral and Leber found in 60 cases, 25 oc- 
curred in the retinitis of pregnancy and 35 in other forms of 
nephritic retinitis. The detachment is quite different from 
the ordinary detachment as it is distinctly an exudation pre- 
sumably from the choroidal vessels and not due to a retraction 


* Graefe-Saemisch-Hess, vol. ix., p. 709. 
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process from within according to the teachings of Leber- 
Nordenson. Furthermore, tears in the retina are absent, and 
the readiness with which the retina reattaches in these cases 
is a striking proof of the dissimilarity of the process. 

The tendency to slight ciliary congestion, the difficulty of 
dilating the pupils with atropin and the unusual hypotony 
in the case described in this paper suggested an early inter- 
ference with the function of the ciliary body. This in turn 
led to increased transudation from the vitreous and favored 
exudation fron the choroidal vessels with the development of 
circumscribed detachment of the retina which subsequently 
was cured as treatment progressed. 
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REPORT OF A CASE OF LIPZEMIA RETINALIS WITH 
HYPOTONY IN DIABETIC COMA." 


By Dr. MARTIN COHEN, New York. 


IS case is one of a severe diabetes mellitus with lipemia 

and acidosis, associated with a characteristic appearance 
in the retinal blood vessels known as “lipemia retinalis.”’ 
This condition was first described by Dr. Heyl of Philadelphia 
in 1880. About eight cases are reported in the literature. 

In my opinion this condition might better be considered 
as a lipemia angio-retinalis, not a lipemia retinalis. Lipaemia 
is a condition of increased fatty bodies contained in the blood, 
occurring physiologically after meals rich in fat; and patho- 

logically in certain diseases, especially in diabetes mellitus, 
where is is most marked. The quantity of the total fat in 
the blood rises from normal, 0.6, to 0.7 per cent. to as high 
as 10 to 20 per cent. Coincident with the increase of the 
total fat, there is a rise in the cholesterol content, which nor- 
mally is 0.14 to 0.16 per cent., rising as high as 1.5 per cent. 

In this case we have conditions strikingly characteristic. 


The patient is a school boy, 14 years of age, who entered 
the Harlem Hospital on October 16, 1920, complaining of 
marked weakness, frequent urination, great thirst, and pain 
in the right leg. He had been in good health until the pre- 
vious April, when he complained of weakness, became quite 
pale, and was losing in weight. At this time he consulted 
a physician, who found sugar in the urine. Later, he went 
to the Fordham Hospital where he remained fifteen weeks, 
leaving there three weeks previous to his admission to the 
Harlem Hospital. His condition had become steadily 


* Read before the Section on Ophthalmology, New York Academy of 
Medicine, January 17, 1921. 
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ee, and when admitted he was unable to use his right 
eg. 
Physical Examination.—Showed a poorly nourished, pale 
boy, with normal cardiovascular and respiratory organs. 
The cervical glands were palpable and soft, and a soft 
fluctuating mass was found in the right popliteal space, 
which was considered to be an abscess. He was alert, but 
complained of marked weakness and thirst. 

The ophthalmological examination was made the day 
after admission, while the patient was in a state of diabetic 
coma. Functional tests were impossible. The intraocular 
pressure in both eyes was decidedly reduced, being extremely 
soft, or in a state of hypotony. 

The iris, excepting that the reaction to light in both eyes 
was sluggish, was otherwise normal. The pupils were of 
normal size and location. The media were clear, excepting 
the aqueous of the left eye which was slightly turbid, due 
to a fibrinous exudate. 

The fundus examination was made with the electric 
ophthalmoscope, and showed both fundi to be of the tessel- 
ated type. This lack of retinal pigment has frequently 
been referred to in diabetic cases and should be noted. 

The disk, retina, and choroid of both eyes were similar 
in appearance, excepting the fundus in the left eye, which 
showed two recent small circular hemorrhages situated in 
the retina. One was above the disk, the other to its nasal - 
side. The disks had a grayish appearance, most marked on 
the temporal side. The outlines were sharply defined. The 
maculz in both eyes were normal. The choroidal vessels 
and spaces of both eyes were similar and normal in color 
and size. The retinal arteries and veins of both eyes were 
also similar in all respects, but the lumen was apparently 
slightly dilated throughout. The relationship of the size 
and color of the arteries to the veins was such that they 
could not be distinguished apart, excepting on the disk 
where the arteries were slightly narrower than the veins, 
and they had a fine streak in the center, indicating the 
blood stream. The color of the retinal vessels from the 
center to the periphery, namely from the main trunk to the 
capillaries, was decidedly milky in appearance throughout. 
This is strikingly characteristic for the fundus diagnosis 
of lipemia retinalis, which condition can be readily recog- 
nized, since it is impossible to be confounded with any other 
fundus lesion. 

The laboratory findings, 36 hours before death, were as 
follows: The blood sugar was 282mg per 100cc of blood, 
about three times the normal. The CO, combining power 
of the blood was gcc per 100cc of plasma, being about one 
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sixth the normal (Van Slyke method), the lowest on record. 
The total fat content of the blood was 8.95 per cent., over 
ten times the normal (Bloor’s method). The cholesterol 
was I.12 per cent., about six times the normal (Meyer’s 
method). Urea nitrogen 9.3, slightly reduced. Total 
chlorides 300mg, about two thirds the normal. The blood 
count showed 3,150,000 red blood cells; hemoglobin, 30 
per cent.; 15,600 white cells, 76 per cent. of which were 
polys. No abnormal cells. The urine had a specific gravity 
ranging from 1023 to 1028 and showed a marked increase 
of sugar. 

Acetone and diacetic acid were also found. The aqueous 
and vitreous from both eyes after death showed no cholestrol. 

The day after admission the boy complained of air 
hunger and went rapidly into coma, and within forty-eight 
hours after admission to the hospital, he died. Autopsy 
of the eye or body could not be obtained. 

It is known that :f blood from a lipemia patient is al- 
lowed to stand in a test tube or is centrifuged in order that 
the cells may fall to the bottom of the tube, the serum will 
have a cream color, owing to the high content of the fat 
in suspension. Such was found to be the case in this boy; 
furthermore, when blood smear was stained with Sudan 
iii, numerous fat globules were readily seen in the plasma. 

This case is of interest not only because of its rarity, but 
because of the speculation which naturally arises as to 
whether the changes in the eye can be satisfactorily ex- 
plained by the disturbance in the general metabolism, 
characteristic of a fulminating diabetes, or whether other 
factors more or less unknown play a part. 

Histo-pathological examination of the eyes made by four 
authorities in previously reported cases, showed no changes 
in the walls of the vessels of the retina or choroid. We have 
shown that in this case the blood contained an enormous 
amount of fat and that the retinal vessels had a milky 
appearance. 

The logical explanation would seem to be that the milky 
appearance of the retinal blood vessels was due to the state 
of the blood. However, when whole blood was drawn from 
the patient, it had a chocolate color, and it was not until 
the serum separated that the creamy appearance was noted. 
It seems possible, then, that the milky color of the retinal 
vessels is not due solely to the chemico-physical state of 
the blood itself, but that in the readily flowing blood the 
ted cells tend to congregate in the middle of the lumen of 
the vessels, so that the area at the edge of the lumen of 
the vessels instead of being clear is opaque, because of the 
lipoid bodies in the plasma. 
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This localization of the lipoid bodies is not solely due to 
its specific gravity, but also to the rate of the blood current 
present in the terminal retinal vessels. 

That the choroidal vessels appeared normal ophthalmo- 
scopically, is explained by previous observers as an optico- 
chemical phenomenon, due to the reflection of light from 
the pigment of the retina and chorio-capillaris to the retinal 
vessels which appear milky. This, however, does not seem 
to be a sufficient explanation. It is my opinion that the 
anatomical structure of the choroidal vessels with their 
wide arborization, anastomosis, and extensive venous out- 
flow may play a part in accelerating the blood current so 
that the red cells may not congregate mainly to the center 
of the blood stream as they do in the retina, but also to 
the walls of the vessel. The milky color probably is not 
seen in the choroidal vessels because the rate of the blood 
current does not permit an observable separation of the 
lipoids from the red cells. 

The apparent dilatation of the retinal vessels is explained 
by the fact that normally a clear zone is seen at the inner 
wall of the vessels; while in these cases this area has a milky 
color in its entire course. Previous observers have never 
reported hemorrhages in the retina or choroid. The retinal 
hemorrhages in this instance may denote a diseased con- 
dition of the blood. 

Hypotony was noted in Heine’s case, but he was unable 
to find this condition in other cases of severe diabetes 
mellitus. 


Since reporting this case, I have had the.opportunity, 
through the courtesy of Drs. Shearer and Killian, of examining 
a patient at the Lincoln Hospital. 


The patient was a laborer, 27 years old, who was admitted 
to the hospital on January 28, 1921, in a state of diabetic 
coma. His wife stated that he had never been sick before. 
His present illness was of only two days’ duration. He 
appeared weak, but was not emaciated. Physical exami- 
nation showed nothing abnormal. Ophthalmological exami- 
nation was made the day following admission, just as the 
patient expired. The intraocular tension of both eyes was 
very soft, or in a state of hypotony, which corroborated the 
findings on admission. The pupils were markedly dilated 
and non-reactive to light stimuli. The media were clear, 
the disk, retinal, and choroidal vessels were normal. The 
blood chemistry on admission was as follows:—Urea-nitro- 
gen, 35mgs per 100cc of blood; creatinine, 2.6 per 100cc; 
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chlorides, 488 per 100cc; sugar, 1150mgs per 100cc; dia- 
static activity, 62; CO, combining power, 13cc per 100cc. 
Spinal fluid sugar, 650mgs per 100cc. White blood cells, 
25,000; 85% polys. The patient died the day after admis- 
sion. A complete necropsy showed no gross pathological 
changes. The patient’s death was due to diabetes mellitus. 
It was associated with hypotony, but there was no lipemia. 


The hypotony in these cases is probably due to a dehydra- 
tion of the fluid media of the eye, as occurs in other parts of 
the body. In other wasting conditions, hypotony has not 
been found; nor has it been noted in the coma and exitus from 
other diseases. In concluding, I would state that it seems 
probable that as the internist of to-day employs the electric 
ophthalmoscope more generally as an aid in his routine 
physical examinations, future fundus examinations may dis- 
close more cases of lipezmia retinalis; also external ocular 
examinations may show the presence of hypotony associated 
with certain conditions of diabetes mellitus. 

My thanks are due to Dr. John A. Killian for the chemical 
analyses of these two cases. 


REPORT OF THE TRANSACTIONS OF THE OPHTHAL- 
MOLOGICAL SECTION OF THE ROYAL SOCIETY 
OF MEDICINE. 


By Mr. H. DICKINSON, Lonpon. 


An ordinary meeting of this Section was held on Friday, 
January 14th, Dr. James Taytor, the President of the 
Section, occupying the chair. 

Mr. G. WINFIELD ROLL showed a man who had had a frag- 
ment of steel embedded in his eye for 18 years. Soon after 
the particle entered the eye, a skiagram located it in a direc- 
tion up and out. The man said he was blinded for a week 
immediately afterwards, but the trouble then passed off, and 
he had not had any eye difficulty since. When seen a few 
weeks after the accident vision was §, and the media were 
clear. A tiny nebulous spot was now to be seen in the neigh- 
borhood of the limbus. Mr. Roll did not consider it a case 
calling for interference, as the vision was good, the eye was 
quiet, and a good time had elapsed since the accident. Lat- 
terly, however, vision had gone down to ;4. The only change 
in the ophthalmoscopic appearances after all this time was 
the development of an area of atrophy below the foreign 
body, with a slight deposition of pigment at the same site. 
There were also a few vessels, which were either remnants 
of the choroid vessels, or were collaterals. He mentioned a 
case from the American Journal of Ophthalmology in which a 
foreign body had remained in an eye 29 years, and said he 
did not see why there should be any limit to such residence 
provided the body was aseptic and was not causing trouble. 

Mr. W. T. Hotmes Spicer thought the changes in the 
neighborhood of the choroid were due to the presence of the 
foreign body. Siderosis sometimes followed from such bodies 

252 


we 
ang 
iy: 
u 


Ophthalmology, Royal Society of Medicine. 253 


in the eye, and in this case there was probably a local siderosis. 
One man under his care had had a piece of metal in his eye 
three years before any siderosis developed, and then the eye 
turned a rust color. 

Mr. A. HucH THOMPSON showed a case in which there 
were disks with large intermarginal cups, without, as yet, 
any symptoms of glaucoma. The tension was normal. Some- 
times the eyes were misty, but the patient, a woman aged 52, 
never saw rainbow colors, and no lens opacity could be made 
out. He considered that this case was on the way to the de- 
velopment of glaucoma. It was now at a stage when various 
opinions would be sure to be expressed. 

Mr. MALCOLM HEPBURN showed a case of coloboma in the 
macular region. It was difficult to justify that term, but if 
ever there was such a case, surely this was one. It had a 
pearly-white center with a definite ectasia on the temporal 
side of the patch. He considered the condition to be very rare. 

PROFESSOR SALAMONSEN, of Amsterdam, demonstrated an 
ingenious set of instruments for photographing and demon- 
strating to students the interior of the eye. 

Mr. Hupson showed a new form of perimeter, and Dr. 

‘RAYNER BATTEN demonstrated, by means of rubber balloons, 

what he termed deep tension, which, he argued, had its 
analogue in the eye, and when present in that organ indicated 
the imminence of glaucoma. It was elicited and measured by 
dimpling under a definite pressure. 


The Size of the Physiological Cup in Relation to Glaucoma. 


Dr. Ransom PickarpD, of Exeter, read a paper entitled: 
Variations in the Size of the Physiological Cup and Their 
Relations to Glaucoma. The cases reviewed in this paper 
were a consecutive series, eliminating only cases of actual 
glaucoma and other diseases affecting the disk. The objection 
might well be raised that the patients came because they had 
some affection of the eyes and that they were not simply a 
part of the general population; still, the total numbers dealt 
with in the later age-groups corresponded very closely with 
the general population age-groups in the county (Devon). 
Glaucoma was so rare under forty years of age that cases 
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might be taken, from this standpoint, as normal. The older 
the patient, the greater the assumption that pathological 
changes had occurred, glaucoma accounting for a large pro- 
portion of these. Where necessary, the tonometer for pres- 
sure, and the screen for the field of vision were employed. 
The shape and size of the disk and the cup were carefully 
drawn in each case, and transferred, by means of carbon, to 
graph paper. The area of each disk was then measured, and 
the results were reduced to a percentage, 100 being taken as 
the total area of the disk. The cases were grouped in ten-year 
periods. The myopic cases had large cups, though there were 
only two groups (16-25 and 26-35 years) in which the largest 
myopic cup was not exceeded by a hypermetropic cup. 

Explanation of the alterations in normal disk cups involved, 
he said, many difficulties. An alteration in the size of a cavity 
situated in a solid like the sclerotic and filled with a viscous 
fluid might conceivably occur under three conditions: (1) no 
alteration in pressure; (2) tension from without, as in the 
contraction or disappearance of nerve fibers or fibrous tissue. 
In the present series cases of this kind were excluded. (3) 
There might be pressure from within, i.e., pressure exerted 
by the vitreous, as in glaucoma. He submitted a twofold 
suggestion: that the tissues of all disks were not equally 
strong, and that small increases of pressure acting on the 
weaker disks over long periods might cause an enlargement of 
the cups in those cases, but not to the extent of interfering 
with vision. 

Dr. PICKARD went on to show, by means of the epidiascope, 
the various shapes of physiological and glaucomatous cups 
he found. In the former there was certainly pressure from 
within. The glaucoma cup was usually a simple and sym- 
metrical enlargement of the physiological cup; in a smaller 
number the conical enlargement was added onto the usual 
cylindrical form. If most of the glaucomatous cups were 
enlargements of the physiological cups caused by internal 
pressure, then, presumably, smaller degrees of pressure, act- 
ing on cups in which the tissues were weak, would cause lesser 
degrees of enlargement, without necessarily producing any 
deterioration in vision. Very varying degrees of tension came 
on in middle life without symptoms arising from it. Pressure 
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was not the only factor; the resistance of the disk must also 
be taken into account. Only those cases should be included 
under the term glaucoma in which there was sufficient pres- 
sure to interfere with the function of the organ; in the cases 
of high pressure without such interference the pressure must 
be regarded as a danger-signal. In these latter cases an accu- 
rate and thorough investigation should be periodically carried 
out, and all predisposing causes as far as possible eliminated. 
The author admitted that his main contention, that there was 
a tendency for the physiological cup to enlarge with advance 
in age, was not proved but only inferred. Much might be 
done, however, to confirm or refute the idea by systematically 
studying and following out a few cases over a course of years, 
with accurate diagrams taken at certain intervals. 

Mr. A. HuGH THOMPSON said the paper supported the view 
that there was a distinct relation between a large physiological 
cup and a glaucomatous cup. In more than one of his own 
cases there was an undoubted glaucoma in one eye, and a large 
overlapping physiological cup in the other. Also, when or- 
dinary glaucoma had occurred in one eye, there !was a con- 
siderable likelihood of the same condition developing in its 
‘fellow. The author’s suggestion that physiological cups were 
changed into glaucomatous ones owing to unequal resistance 
of the lamina cribrosa coincided with his own view. But he 
did not think that was the usual mode of causation. The 
ordinary glaucoma was that of the textbooks, in which the 
pathological condition began at the margin of the disk. He 
did not think the author had sufficiently emphasized the dis- 
tinction between ordinary shallow cup, such as most disks 
presented, and the perpendicular cup, the latter often over- 
lapping, so that the vessels came to the edge of the cup and 
disappeared from view, until again seen in the lamina cribrosa. 

Dr. RAYNER BATTEN spoke of the need of some method of 
recording cases of central cupping; he did not think the 
recording of the area alone supplied what was chiefly wanted. 
The dangerous cups were indicated by their shape. So long 
as the cupping was restricted to the center it might be looked 
upon as Nature’s trephine hole. Nearly all the cups mentioned 
in Mr. Pickard’s paper seemed to have been central. The 
cups he, the speaker, was acquainted with generally came 
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quietly up on the temporal side and expanded from there: 
rarely on the nasal side. Cups would increase under normal 
pressure. When deep tension and a large physiological cup 
coexisted, it seemed to require a slight cause to render the 
eye glaucomatous. 

Mr. M.S. Mayovw said the pathological difference between 
the two forms of cupping was very great. The physiological 
cup was merely the cone of nerve fibers passing into the nerve, 
whereas the glaucomatous cup was a pushing back of the whole 
lamina cribrosa. This produced not only a steep-sided cup, 
but often, in sectioning the disk, one could see the cup bulging 
out under the sclera on either side. Cupping was dependent 
not only on the intraocular tension, but also on the condition 
of the nerve fibers as they passed through the lamina cribrosa. 
The essential difference was seen when the cupping passed to 
the margin of the disk. 

Mr. PICKARD, replying on the discussion, spoke of his care- 
ful work on borderline cases, for it was in those he considered 
that the true cause of glaucoma would be revealed. He did 
not consider that the enlargement of the ordinary physiological 
cup was the cause of most cases of glaucoma, but in a group 
of cases that was so. 


A meeting of the Section was held on Friday, February 11, 
1921, the President of the Section, Dr. JaMEs TAYLOR, oc- 
cupying the Chair. 


Commotio Retine with Extrenie (Edema. 


Mr. F. A. WILLIAMSON showed a boy, aged 15 years, who 
six days ago received a blow from a suspended rope in the 
right eye, and it was immediately followed by loss of sight in 
that eye. He was first seen four days ago, and during the 
interval the cedema had decreased a good deal. The macula 
was of a reddish-brown color, and there were two horizontal 
folds in the retina. He raised the question as to whether the 
concussion alone could account for all the oedema present. 
When the eye became more quiet, some of the obscure features 
might be cleared up. 

Mr. J. B. Lawrorp said that but for the definite time-asso- 


+ 
aut 
“Vie 
‘9 


Ophthalmology, Royal Society of Medicine. 257 


ciation of the injury and the oedema he would have suspected 
that the concurrence of the two conditions was mere coinci- 
dence. If there had been rupture of any important vessel, 
the hemorrhage would have been evident. The folding of the 
retina was very striking. 

Mr. LESLIE PATON said that when he first saw the case it 
presented almost the typical picture of central embolism of 
the retina. It was still likely there might be blockage of a 
vessel the result of the concussion, though he had never seen 
so much oedema as a result of simple commotio. There might 
be a tearing of a nerve which affected a vessel and the hemor- 
thage had not come forward. 

Dr. G. Mackay referred to a case which followed a blow 
from a tennis ball, and agreed with Mr. Paton’s suggestion 
on the present case. 


Artificial Eyes and Lids Attached to Spectacle Frame. 


MEssrs. OLIVER and JACKSON, attached to the Sidcup 
Hospital for Deformities, gave a remarkable demonstration 
of facial improvement brought about by their imitation of 
the appearance of the normal eye on the spectacle frame of 
‘ those who during the war had received wounds of the orbit 
resulting in evisceration. They were highly commended by 
all the speakers. 


Corneal Loupe. 


Mr. BasiL T. LANG showed an ingenious corneal loupe for 
removing, unaided, a foreign body from the cornea. At Mr. 
Holmes Spicer’s suggestion, he had added a transilluminator 
device. 

Mr. Lang also demonstrated his scotometer, for which 
ordinary unprepared paper could be used, and the observer 
could watch the patient the whole time. He reminded mem- 
bers of the important observations which could be made with 
the scotometer. 


Scotometry. 


Mr. Basi T. LANG also read a paper on the subject of 
Scotometry. He said that in scotometry one was concerned 
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with more or less blind areas surrounded by more or less 
healthy seeing retina, and was usually applied to areas within 
40° of the fixation point. It only differed from perimetry in 
involving a more detailed examination. Two types of scoto- 
mata were recognized: absolute and relative, the latter when 
an area of the retina, while able to appreciate brightly lighted 
white objects, was unappreciative of certain colors or gray. 
Among the points to be considered in determining the size 
of a scotoma were: illumination, size of the object, color of 
the object, color of the background, distance of the object, 
scale and size of the chart, and method of making the observa- 
tions. If quite a small object were brilliantly illuminated, it 
might be visible over an area in which a less bright but much 
larger object could not be seen. In arriving at scotomata, 
therefore, the light used should not be too brilliant, and direct 
bright sunlight should be avoided, especially as natural light 
varied in intensity and color with season. No standard of 
artificial illumination had yet been agreed upon, but that 
from a single carbon filament lamp was quite suitable for this 
purpose. The size of the object should be measured in terms 
of the angle it subtends, not by the length of the edge. If 
using a small object, the patient should be in the best position 
to see it, and if presbyopic, he should be wearing his correc- 
tion. Green was less easily seen than red, red than blue, and 
blue than white. There should be a marked contrast between 
the color of the object and the background, and the latter 
should not reflect light. The question of the distance at which 
the observations should be made was a controversial one; 
but if working very close to the patient it was difficult to move 
the object sufficiently slowly to give the patient time to form 
and convey his impressions. Quite accurate observations 
could be made at one third of a meter distance. The scale 
and size of the chart were matters of personal convenience. 
There were many methods, and he laid it down that a good 
method should be easy to employ, should give accurate re- 
sults, should enable a permanent record to be made easily, 
and should enable the observer to watch the patient during 
the whole examination, to counteract eye wandering. He 
proceeded to describe and demonstrate his scotometer, and 
to discuss the features of other makes. Possibly a patient with 
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high hypermetropia might be the subject of increased intra- 
cranial pressure, and then arose the question whether the 
swelling of the disk was physiological or pathological. It was 
probably the former if the disk when determined with a dull 
green was no larger than with a brilliant white light. In some 
cases of tobacco amblyopia and of retro-bulbar neuritis 
scotomata for green and red, or for green only, might be found; 
but the chief purpose of scotometry was to determine an in- 
crease of the blind spot in suspected glaucoma. 

Mr. BisHop HARMAN contended that it was an advantage 
to be unconscious of the progress of delineating the scotoma 
until it was completed, as the mind might otherwise be influ- 
enced by what was expected. Every effort should be made to 
exclude the personal equation, and that had been his aim in 
his own scotometer, which did also enable the observer to 
watch the patient. 

Dr. A. H. H. SincLarr (Edinburgh) referred to the work 
of previous observers in this field, especially Bjerrum, Runner, 
Walker (of Boston), Traquair (Edinburgh), and himself. All 

those observers realized the importance of using a very small 

test object. He thought the screen should be at a sufficient 
- distance to so enlarge the scotoma that its details could be 
studied. The scotoma of interest in early diagnosis was the 
relative one. 


Late Infection after Sclerostomy. 


Mr. T. HARRISON BUTLER (Leamington) read a paper with 
this title. It opened with a historical sketch of the work 
of von Grefe, Grosz, Lagrange (who discovered the first 
method which could be relied on to produce a filtering scar), 
Herbert, Evans and Allport, Holth, Freeland Fergus, and 
Elliot. Mr. Harrison Butler said the conclusion was that the 
modern fistulizing operations were more efficient in reducing 
hypertension than was iridectomy, but that the danger of 
late infection was a serious offset which had deterred many 
from performing sclerostomy, driving them to older but less 
efficient procedures. He had himself treated eleven eyes the 
subjects of such late infection, and some of the patients had 
had a second or a third attack. These tragedies caused him to 
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abandon sclerostomy and revert to iridectomy; but the results 
of a series of cases were so futile that he reverted to trephining, 
and a comparison of his later results so completely vindicated 
the fistulizing method, that he did not propose again to per- 
form iridectomy for glaucoma simplex. His statistics gave 
45% of successful iridectomies, as against 75% of good results 
from sclerostomy. During 1918-19 he trephined 40 eyes for 
glaucoma simplex, and until recently all had been successful. 
Two had re-appeared with raised tension, and had been tre- 
phined with success. On reviewing his cases over the last five 
years, he found all the late infections had followed the trephine 
operation and Holth’s punch operation. He discussed a 
number of informing cases in detail. It was obvious, he said, 
that the scar left by the punch was far more vulnerable than 
was the trephine scar: probably there was more bruising. A 
button-hole was a serious menace, but in some cases the con- 
junctiva was so friable that it might tear. The Holth opera- 
tion belonged to the past. He thought hypertony was one of 
the conditions favoring late infection. In many of his un- 
favorable cases alcohol had been a factor. When he knew 
staphylococcus albus was obtainable from the conjunctival 
sac, he refused to operate. In order to avoid late infection, 
he thought the operation should not be regarded as an easy 
one; a perfect technique should be cultivated, and, consistent 
with good work, the operation should be done as quickly as 
possible; the flap should include all the tissues, and should 
not be bruised. Any local septic focus should be searched for. 
As an antiseptic lotion for use all the time, he advised a 1 in 
10,000 solution of oxy-cyanide of mercury, used nightly in 
an eye-bath. 

Mr. S. H. BROWNING asked whether the eyes were examined 
bacteriologically before operation, and, if so, by what method. 
If by Elschnig’s method, that did not receive general approval. 
Pneumococcal infections in the eye were quite common. The 
presence of pus was apt to be deceptive, and should not be 
the only thing looked for, as eyes apparently healthy were 
found to contain pneumococci, streptococci, and even staphy- 
lococcus aureus, in numbers to warrant postponement of the 
operation. 

Mr. LEIGHTON Davies (Newport) emphasized the import- 
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ance of a sufficiently thick flap; a thin one might lead to late 
infection. 

Mr. M.S. Mayov agreed that a thick flap was an important 
protection against infection. Another protection was the 
amount of fluid leaking from the anterior chamber through 
the trephine hole. He had had only one case of late infection 
after trephining; he had seen two others, and in all recovery 
was good. 

Mr. HARRISON BuTLER (in reply) agreed as to the adoption 
of good methods of ascertaining whether the conjunctival 


sac was sterile, but for practical purposes he used a 48-hour 
culture on agar. 
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REPORT OF THE PROCEEDINGS OF THE SECTION 
ON OPHTHALMOLOGY OF THE NEW YORK 
ACADEMY OF MEDICINE. 


By Dr. CONRAD BERENS, Jr., SecRETARY. 


MEETING OF JANUARY 17, 1921. DR. L. W. CRIGLER, CHAIRMAN. 


Doctor JoHN M. WHEELER showed seven patients to il- 
lustrate different types of plastic eye cases. 

The first case illustrated the result of the repair of a notch 
of the right upper eyelid. The injury was a war wound which 
resulted in complete division of the tarsus with angulation 
of the lid. Dr. Wheeler had performed the “‘halving”’ opera- 


tion devised by him for such cases, which was described in 
his article on ‘‘War Injuries of the Eyelids,” published in 
the ARCHIVES OF OPHTHALMOLOGY, vol. xlix., No. 1, 1920. 

The second case showed the result of restoration of the upper 
cul-de-sac by an epidermic graft. The operation was performed 
about two years ago, and the result was perfectly secure. 
The patient has been wearing a prosthesis with good cosmetic 
result. 

In the third case, complete restoration of the cul-de-sacs 
had been accomplished by an epidermic graft. The eye and 
conjunctiva had been lost as a result of a lye burn. Both 
upper and lower cul-de-sacs were restored at one operation 
by a single epidermic graft from the thigh. There is no break 
in the skin lining and the cul-de-sacs above and below are 
ample. 

The fourth case had been operated on by pedunculated 
flaps. A gunshot wound resulted in a coloboma of the nasal 
part of the left lower eyelid. A part of the orbital margin 
below was absent as was a part of the anterior surface of the 

262 


fe 


Ophthalmological Section, N. Y. Acad. of Med. 263 


superior maxillary bone. Inthe summer of 1918, Dr. Wheeler 
operated three times to restore the lid margin and the 
tissue below it. In one operation, a flap of skin and sub- 
cutaneous tissue was dissected back to the ear, and this 
was advanced in such a way as to turn the nasal end up- 
ward and fill in the gap occasioned by loss of tissue which 
had been caused by the gunshot wound. The result was 
satisfactory. 

The fifth patient presented severe burns of the eyelids, 
face, neck, and chest, due to a fall into hot coals in a manu- 
facturing plant. Dr. Wheeler had operated on all four eye- 
lids, using large epidermic grafts from the thigh. On each 
side appeared three adhesions between the lid margins, 
planned for the support of the lower eyelids. The grafted 
skin could be discerned on the four eyelids. The adhesions 
between the lids will be left for several months. 

The sixth case had been operated on for cicatricial ectro- 
pion, resulting from burns from a gasoline explosion. Two 
adhesions between the lid margins could be seen. A free 
dermic graft had been taken from the left temple and im- 
planted in the right lower lid. Dr. Wheeler called attention 
to the fact that the patch of grafted skin matched rather well 
as to color, but it was slightly thicker and less pliable than the 
surrounding lid tissue. 

The seventh case showed the finished result of operation 
for cicatricial ectropion of the right lower eyelid. A detached 
graft of true skin had been taken from the right upper eyelid 
and placed in the right lower lid. The correction of the ectro- 
pion was complete and by ordinary inspection the outlines of 
the grafted tissue could not be seen. 

Discussion: Dr. CrIGLER thought the epidermic graft 
used in restoring the cul-de-sac was superior to the Wolff graft. 
The main difficulty seemed to him to be the problem of ob- 
taining the graft without perforation. This Dr. Wheeler 
seems to have overcome. 

Dr. MARTIN COHEN reported a case of lipemia retinalis with 
hypotomy in diabetic coma. (The report of this case appears 
on page No. 247 of this issue.) 

Discussion: Dr. WoLFF saw a man in the Mount Sinai 
Hospital suffering from diabetes mellitus, where there was an 
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unusual pale purple tint seen in the vessels. He was told 
later that the patient had lipzmia. 

Dr. H. H. Tyson presented a case of bilateral metastatic 
choroiditis following pneumonia, in a baby 13 months old. 
The mother stated that the child had been ill with pneumonia 
for two weeks and that his eyes were red, and after one week 
the pupils appeared white and the child could not see. Pre- 
vious to illness child enjoyed good health and apparent good 
vision. Examination revealed vitreous chamber filled with 
yellow-white exudate, posterior synechias, irregular pupils. 
with the periphery of the iris retracted. Tension slightly 
diminished and circumcorneal injection. 

Dr. BROUGHTON presented two cases of tumor of the iris. 

CasE No. 1, A. W., 21: A brown spot was noticed in the 
iris of the left eye two years ago, though his mother believes 
that it always has been there. About four months ago the 
left eye became blurred for a few hours and another attack 
occurred in November, 1920. The vision in this left eye is 
normal. There is a tumor measuring 43 by 23mm in the 
lower inner quadrant of the iris, extending from the periphery 
to the pupillary margin. The surface is in contact with the 
posterior area of the cornea; it is bluish in color with two small 
bright red spots. There are in addition a number of additional 
brownish red fine spots throughout the tumor. All tests are 
negative and the tension normal. 

Case No. 2, M. D., 52: A little brown spot has been on 
the outer side of the right iris as long as the patient can re- 
member. It seemed to grow about seven years ago, especially 
during the past two years. There have been attacks of blur- 
Ting in this eye for the past three years, more frequently 
recently. The attacks vary from a few minutes to two hours. 
Vision 3%. The iris of the right eye shows a tumor extending 
from the base to just below the center of the cornea, presenting 
one reddish spot and several vessels. It measures 10 by 8mm, 
The fundus is normal. All tests are negative. 

The doctor wishes to raise the question of treatment. He 
is of the opinion that in the first case it would be well to watch 
the tumor for any increase, then an iridectomy should be 
done. As the tumor in the second case has advanced so far, 
an enuncleation of the eyeball should be done. 
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Discussion: Dr. H. H. Tyson said that he had presented 
a patient with tumor of the iris to the section about fifteen 
years ago, a young man with normal vision. A small tumor 
about the size of a large pinhead was present in the lower 
portion of his iris, which did not yield to anti-luetic or other 
constitutional treatment. He was kept under observation for 
some time and an apparent slight increase in size followed. 
Enucleation was advised and concurred in by all who had 
examined the eye. Finally enucleation was performed and 
microscopic examination proved it to be a leucosarcoma which 
involved the posterior layers of the iris extensively and ex- 
tended into ligamentum pectinatum, although showing macro- 
scopically only a slight involvement of the anterior layers 
of iris. The patient is still alive and in good health. He con- 
sidered Dr. Broughton’s case as a leucosarcoma of iris and 
advised enucleation, provided no improvement followed the 
usual internal medication, X-ray or radium. He considered 
attempted removal by iridectomy as poor surgery. 

Dr. VANDEGRIFT said that he had a case similar to Dr. 
Broughton’s first case. Removal showed this to be an endo- 
thelioma and after operation the tumor grew rapidly and the 
eyeball had to be enucleated. 

Dr. WEIDLER had seen a patient like Dr. Broughton’s first 
case. An iridectomy was performed, showed it to be melano- 
sarcoma and there was no recurrence in 3 years. He advised 
the tuberculin test in the first case and then iridectomy and 
microscopic examination. In the second case he advised iri- 
dectomy and the examination of a piece of tissue before 
enucleation. 

Dr. MITTENDORF advised enucleation in the second case, 
due to recent rapid growth. He advised iridectomy in the 
first case. 

Dr. CRIGLER said that in view of the fact that intraocular 
sarcomata were prone to extend by metastases, even before 
they perforate the coats of the eye, the eye should be sacrificed 
as soon as positive diagnosis was made. 

Dr. BrRouGHTON in closing the discussion said: In the first 
case the mass does not seem to be attached to the cornea. 
He thinks this case should be let alone until he sees increase 
in size. In the second case, he believes the tumor started as 
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a benign growth but is now probably malignant. He said 
that Dr. Knapp advised radium treatment before enucleation. 

Dr. F. N. Irwin presented a patient with buphthalmos. 

W. B. W., Jr., was first seen on Nov. 29, 1916, when he was 
twenty-two months old. His right eye was apparently nor- 
mal. The left eye was enlarged, the sclera thinned, the 
anterior chamber deep, the iris was not tremulous, the tension 
was about +1 and the cornea steamy. The optic nerve head 
was difficult to see, but seemed white, the pupil reacted to 
light. A few days later Elliott’s trephining operation was done 
at the superior sclero-corneal margin, combined with a partial 
iridectomy. There was little or no reaction following the 
operation, drainage was demonstrated, the cornea became 
clear and the tension normal. On January 20, 1921, the to- 
nometer reading was normal. The eye had not grown larger 
since the operation. Filtration still active, the nerve head 
white, cupping about 3 D. Vision ;%%5. 

Discussion: Dr. EMERSON said that he had trephined a 
similar case with bilateral hydrophthalmos. The patient did 
well one year, then contracted pneumonia and died. 

Dr. WotrFF has a child at the Mt. Sinai Dispensary, whose 
one eye was operated upon elsewhere and lost; the second eye 
was kept soft for 6 years and vision maintained by constant 
use of miotics. 

Dr. CoHEN had a patient where one eye was enucleated for 
unilateral hydrophthalmos. 

Dr. McDANNALD said that he had had a patient, first seen 
at nine days, with bilateral hydrophthalmos. At about two 
years of age both eyes were trephined. The cornea of one 
eye has remained practically normal in size, whereas the other 
is markedly stretched. There is tension in both eyes with 
cupping of the disks. The child has sufficient vision to orient 
itself and pick up objects. He also operated upon another 
case at about one year of age which passed from under his 
observation. The eye after trephine became very soft. 

Dr. D. H. WEBSTER presented a case of hypophyseal tumor 
in a patient, R. W., colored, 45 years old, who was seen on 
December 29, 1920, stating that four years ago the sight in 
the right eye had been lost at a time when she suffered from 
a nervous breakdown, with headache, sleeplessness, and con- 
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fused vision, in a hospital in Virginia. The diagnosis of a 
tumor of the hypophysis was then made. She became 
much stouter, but showed no enlargement of the joints or 
changes in the hair distribution. At present the right eye 
is blind. Left 2%; field, temporal hemianopsia. Right disk 
atrophy; left beginning atrophy. Blood and spinal fluid 
negative. 

X-ray report by Dr. Law: The sella is shallow but clearly 
defined, the posterior clinoid processes almost completely 
obliterated. Over the pituitary gland slightly to the right of 
the median line is an opaque mass the size of a small pea. 
This is on the floor of the fourth ventricle and is calcareous in 
nature. The case seems to be a superimposed tumor over the 
sella. 

Discussion: Dr. WEIDLER spoke of a patient whom he had 
seen at the Neurological Institute and who was operated on 
by the transphenoidal route. Three operations had been per- 
formed. To-day, after six years, the right eye is blind, the 
left is $$ with a temporal defect in the field. He believes 
that Dr. Webster’s patient should be operated on. 

Dr. KING said that he had a patient in his service at Fox 
Hills, who had marked increase of intracranial pressure with 
ophthalmological symptoms, and signs similar to those of 
Dr. Webster’s case. He had previously had a right-sided 
decompression, at the site of which was a large herniation of 
the brain. Afterwards he rapidly became blind in his right 
eye, with marked loss of vision in the left. In view of the fact 
that no localizing symptoms of a tumor were shown, a left- 
‘sided decompression was done to relieve the pressure and to 
prevent further loss of vision. The patient died several weeks 
later. Autopsy revealed a large encapsulated tumor of the 
right frontal lobe which obliterated the anterior horn of the 
right ventricle. This tumor could have readily been removed 
had its location been determined. Ventriculography would 
have been of much value in the case; perhaps it might be of 
value in Dr. Webster’s case. Dr. King believes this is prob- 
ably a hypophyseal tumor, but needs further study. If it is 
a cyst the trans-sphenoidal route is to be preferred; if it is a 
tumor the major portion of which is suprasellar, the choice 
of operation is the operation described by Dr. Heuer in a 
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recent article, 7. e., by the frontal route, after having turned 
down a large bone flap. 

Dr. W. M. LeEszynsky said that he had never seen or heard 
of an X-ray demonstration of a tumor of the hypophysis. 
Sufficient data had not been presented in this case to warrant 
diagnosis of hypophyseal disease. It is probable that the 
involvement of the optic nerves is the result of pressure upon 
the chiasm by a localized basal meningitis or by distention of 
the third ventricle. 

Dr. BROUGHTON has seen several hypophyseal tumors. In 
the last case there was loss of vision in one eye and temporal 
hemianopsia in the other eye. One patient showed no increase 
for years under glandular extracts. His operative cases have 
been unsuccessful. 


MEETING OF DECEMBER 20, 1920. DR. L. W. CRIGLER, CHAIRMAN. 


The paper of the evening was read by Dr. GEORGE E. DE 
ScHWEINITz of Philadelphia, ‘‘Concerning Ocular Conditions 
in Pituitary Body Disease in Syphilitic Subjects” (appears on 
page 203 of this issue). 

Discussion: Dr. CHARLES H. FRAZIER of Philadelphia 
spoke on the surgical aspect of the subject (published in full 
on page 217 of this issue). 

Dr. Joun E. WEEKS. The titleof Dr. de Schweinitz’s paper 
leaves one in doubt as to whether he refers to syphilitic in- 
vasion of the pituitary body, or whether he refers to disease 
of the pituitary body of a non-specific nature, occurring in the 
syphilitic subject, or both. While it is conceivable that a 
non-specific pathological condition of the pituitary body may 
develop in the syphilitic subject, it is scarcely conceivable 
that this would occur except in very rare instances, and, if it 
did occur, it would be difficult to differentiate it from syphilis 
of the pituitary body, except in cases of tuberculosis of the 
pituitary body. 

In syphilitic subjects the involvement of the pituitary body 
without gummatous involvement of the chiasm and adjacent 
structures is extremely rare. 

Thus Gehrung (N. Y. Eye and Ear Infirmary Reports, 1904) 
in his report of 102 cases of disease of the chiasm, of which 
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syphilis was the cause in nineteen, eleven coming to autopsy, 
mentions only one case in which the pituitary body was in- 
volved (Dr. Palerme, Cong. Internat. d’Opht., Paris, 1867), 
and in this the chiasm was also involved. 

That involvement of the pituitary body without marked 
involvement of the adjacent structures does sometimes occur 
is evidenced by the case of Cushing (The Pituitary Body and 
tts Diseases, p. 263) and by cases reported here this evening. 
The development of syphilitic involvement of the structures 
at the base of the brain may occur at any time after the third 
or fourth year after the occurrence of the primary sore. The 
symptoms of syphilitic involvement of the pituitary body 
must in the large percentage of cases be combined with symp- 
toms of interstitial involvement of the chiasm and surround- 
ing structures. They will be devoid of all trophic pituitary 
disturbances, except perhaps those due to hypopituitarism 
which may develop in the later stages of the involvement. 
Thus we may look for symptoms evolved purely by pressure 
on the chiasm and also for the symptoms due to infiltration 
of and pressure on adjacent tissues. In disease confined to 
the pituitary body producing enlargement and pressure on 
the chiasm and tracts we would expect the development of 
bitemporal hemianopsia, symmetrical or not, depending on the 
parts pressed upon, with variations in the fields corresponding 
with variations in the pressure, and there would be the possi- 
bility of recovery of much of the affected portion of the field 
by relief of the pressure by any form of treatment, and the 
development of the process would be unaccompanied by ex- 
tensive paralysis of adjacent nerve trunks. 

The reason for the variation of fields and the possibility 
of restoration of fields after relief of pressure is admirably 
demonstrated by the research of Walker and Cushing reported 
in the ARCHIVES OF OPHTHALMOLOGY, V. xiv., p. 407, under the 
title ‘‘Optic Nerve Atrophy, Associated with Chiasmal 
Lesions,”’ in which they show that destruction of tissues by 
pressure does not take place until long after function is sus- 
pended. The symptoms which accompany the infiltration of 
adjacent tissue are manifold. They will include isolated 
scotomata, a mild or severe form of optic neuritis, paresis or 
paralysis of adjacent nerves, etc., these signs not infrequently 
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preceding the typical effect on the visual fields, which is due 
to pressure on the chiasm. When symptoms pointing to 
pituitary body disease are present, ophthalmologists at the 
present time resort to the X-ray to determine the condition of 
the osseous structures at and in the region of the sella, and 
also, I think, in by far the greater number of cases to the 
Wassermann or Noguchi or luetic test of blood and spinal 
fluid, or all of these, to establish the presence of or to exclude 
syphilis. If syphilis is present and also in many cases in 
which these tests do not demonstrate the presence of syphilis, 
intensive antisyphilitic treatment may be given. 

In regard to the proper treatment to be given, there is 
evidence that salvarsan is not efficient in some cases (Ischreyt, 
G., Arch. f. Augenheilk., vol. xxv., p. 72) in which mercurial 
inunctions are successful. There are some cases in which 
neither salvarsan nor mercury were successful (Pfister, F., 
Wis. Med. Journal vol. ii., No. 12). Spanbok and Steinhaus 
(Annal d Oculist., vol. cxv., 1896) report a case in which re- 
covery took place by the use of large doses of iodide of po- 
tassium and deep parenchymatous injections of sozoiodolate 
of mercury. ~ 

It is probable that all of the various antisyphilitic remedies 
and methods of treatment may require trial before the best 
suited for the case in hand may be found. 

Since a favorable outcome of treatment in hypophyseal and 
chiasm disease is so rarely attained in any but syphilitic cases, 
it is desirable that the possibility of syphilis as a factor should 
be eliminated, not only by the reactions of blood and spinal 
fluid, but also by the effect of intensive antispecific treatment 
tried over a limited period of time. 

Dr. CHARLES L. DANA said that the experience of neurolo- 
gists had heretofore been, that the hypophysis was rarely 
involved by syphilitic lesions. 

In his personal experience, for example, none of his cases of 
acromegaly or giantism had been syphilitic. Even meningeal 
syphilis at the base did not often affect the hypophysis in a 
way to produce obvious defects. Dr. de Schweinitz’s experi- 
ence really was in the same line: His cases showed that when 
syphilis did attack the hypophysis, it seemed to affect more 
the posterior lobe. 
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With regard to the results of using radium and X-ray in 
tumors of the hypophysis, he thought the question of the rel- 
ative safety of the two should be considered; and he called at- 
tention to the fact that more definite results were now being 
obtained through the use of very massive doses. It is possible 
that, with such doses, effects may be secured without any 
operation. 

Dr. WALTER TimME, from the viewpoint of endocrinology, 
said that in his experience luetics, with central nervous system 
infection, showed signs of dispituitarism. He thought it was 
most difficult to say whether the pituitary body per se is or 
is not involved in syphilis, but that syphilitic subjects should 
be treated in addition for their endocrine dyscrasia. He 
pointed out that thyroid activity is dependent on the iodine 
content of the body, and that when we administer heavy 
metals, for example mercury, arsenic, and lead, which com- 
bine with iodine, we lower the activity of the thyroid. We 
should, therefore, administer iodine and thyroid when we 
prescribe heavy metals. This is the reason for Dr. de Schwei- 
nitz’s observation that thyroid administration enhances the 
effect of the specific treatment. He had seen two patients 
- with disease of the pituitary who were also syphilitic. The 
first patient showed signs of hypopituitarism, was morally 
delinquent, stole, lied, and went around promiscuously. She 
acquired syphilis which she gave to her husband and three 
children. Her examination revealed bi-temporal quadrantal 
disturbance of the visual fields, ptosis of the left eyelid, 
enophthalmos, and the X-ray plates revealed erosion of the 
posterior clinoid processes. She complained of severe intra- 
temporal headaches, more marked on the left side. The use 
of thyroid and pituitary alone did not relieve her symptoms, 
but the combination of arsenic, iodides, mercury, and thyroid 
soon relieved her. The second case which he reported belonged 
to Dr. de Schweinitz, group 3. Her father died, presumably of 
paresis, and she complained of periodic intra-temporal head- 
aches. Dr. Krug found bi-temporal contraction of the visual 
fields, the posterior clinoid processes were eroded, both disks 
were choked, there was slight unilateral ptosis, and paralysis 
of the recti. The knee jerks were absent and the pupils were 
sluggish, and lightning-like pains were present in both legs— 
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seemingly a beginning tabes. This patient improved on the 
iodides and some pituitary and he believes that organo-therapy 
is of value in these cases. He stated that the hypophysis 
shows signs of productive inflammation in lethargic encepha- 
litis and that the lethargy was caused by involvement of the 
hypophysis. He counseled caution in making diagnosis of 
gummatous involvement of the hypophysis, without lethargy, 
and stated his belief that lethargy would be found to be one 
of the pathognomic signs of syphilis of the pituitary body. 
He deprecated the pessimism evinced by Dr. Frazier of the 
efficiency of organo-therapy in pituitary disease, for in his 
experience many patients were relieved by such treatment. 

Dr. LuTHER C. PETER of Philadelphia (by invitation) spoke 
of the tendency to altitudinal hemianopsia especially for red 
and green as an early evidence of hypophyseal disease. He 
believes the fields are of great value in following the course 
and noting the results of treatment. When the question of 
operation is being considered the fields furnish valuable data 
in reaching a conclusion. He mentioned the interesting fact 
that Dr. Herman Knapp, more than fifty years ago, reported 
a case of hypophyseal disease similar to the one which Dr. 
de Schweinitz had reported in the second group in which the 
symptoms improved under anti-luetic treatment. 

Dr. W. M. Leszynsky said that over forty years ago, it 
was well known that syphilitic gummatous infiltration fre- 
quently affected the pial structures at the base of the brain, 
often showing a special predilection for the interpeduncular 
space and the neighborhood of the optic chiasm. 

This condition was well-established by the late Prof. Oppen- 
heim in an article which I now recall, giving an elaborate report 
of a series of cases with perimetric charts, showing bi-temporal 
hemianopsia and various quadrantic defects. The illustra- 
tions further showed that under active anti-syphilitic treat- 
ment, the fields gradually became perfectly normal. Some 
of these cases were later verified by autopsy. 

I do not believe that the diagnosis of syphilis of the hypo- 
physis can be made from ophthalmological findings, without 
associated symptoms indicating hypophyseal dysfunction. 

Dr. de Schweinitz, in closing the discussion, said that the 
difficulty of deciding whether the hypophysis was primarily 
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or secondarily involved in syphilitic subjects was well known, 
and he had referred to this in his paper. Dr. Timme’s state- 
ment, therefore, that in the presence of a direct syphilitic 
involvement of the gland by a gumma, for example, lethargy 
was a noteworthy feature was of the highest interest. One of 
his patients (Case 2 in the paper), the patient who probably 
had a gumma of the hypophysis, while not truly lethargic, 
had changed from a “rather gay person’”’ to one who was 
subdued and altogether lacking his former buoyancy. As 
Dr. Peter had pointed out, the fields of vision of many of 
the subjects of pituitary body disorder interpret chiasmal 
involvement or pressure, and in that sense are characteristic. 
The changing character of the fields, and in some cases the 
scotomas, are also of noteworthy significance. But, while it 
may be too much to say that the alterations observed in oph- 
thalmoscopic examination are ever pathognomonic, certainly 
the nerve-head changes in pituitary body disorders are often 
highly important. The peculiar waxy color of the disk, some- 
times with a yellowish tint, is highly significant, as is well 
known. Careful fundus examination should never be neg- 
lected. Dr. de Schweinitz was much interested in Dr. 
_ Timme’s endorsement of treatment by means of organo- 
therapy combined with mercury, and in his explanation of the 
physiologic action of these remedies in these circumstances. 
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REPORT ON THE PROGRESS OF OPHTHALMOLOGY. 


Abstracts by Drs. A. N. ALLING, New Haven; M. J. SCHOENBERG, New 
York; T. H. But_er, London; P. J. Doyne, London; and K. WEssELY 
(Archiv fiir Augenheilkunde), Warzburg. 


Edited by Matruias LANCKTON Foster, M.D., F.A.C.S., 
New Rochelle, N. Y. 


I.—GENERAL OPHTHALMIC LITERATURE. 


1. SEWALL, H. Some optical imperfections of the eye and some of 
their uses. American Journal of Ophthalmology, December, 1920. 

2. WvuERDEMANN, H. V. Hereditary reversion pigmentation of the 
eyelids with heterochromia of the iris. IJbid., December, 1920. 


SEWALL (1, Some optical imperfections of the eye) calls at- 
tention to an interesting experiment which demonstrates the 
fact that light which passes through the sclera, being red when 
it reaches the interior, stimulates and fatigues the red elements 
so that light entering through the pupil produces sensations of 
green by exciting the rested green elements. This phenomenon 
may be observed if a lamp be held so that it shines into only 
one eye from the side. A piece of white paper will seem to be 
pale green with the illuminated eye and red with the other. 
He thinks that the acuity of vision is increased when light 
enters through the sclera, as the sensitiveness of the retina is 
said to be greater for green than for red. 

ALLING. 

WUERDEMANN’S (2, Hereditary reversion pigmentation of 
the eyelids with heterochromia of the iris) cases showed evi- 
dences of negro blood in a dark complexion, kinky hair, and 
absence of the meniscus of the finger nails. A peculiar bluish 
discoloration of the left eyelid he regards as evidence of a re- 
version to a remote negro ancestor. ALLING. 
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II.—THE EYE IN ITS RELATIONS TO GENERAL DISEASE. 


3. ABELsDoRF. Transient blindness with paresis of the ocular muscles. 


after poisoning with carbonic oxide. Deutsche med. Wochensch., 1920, 
p. 210. 


4. Apams. Arteriosclerosis and the eye. British Journal of Ophthal- 
mology, July, 1920. 

5. ARNOLD. Optic neuritis a late symptom in typhus. Wien. klin. 
Wochenschr., 1919, No. 36. 

6. Benepict, W. L. Early diagnosis of pituitary tumor with ocular 
phenomena. American Journal of Ophthalmology, August, 1920. 

7. HrrscH. Eye symptoms in tumors of the hypophysis. Zeitschr. f. 
Augenheilkunde, Bd. 42, p. 257. 

8. Hotmes, Gorpon. Disturbances of vision by cerebral lesions. 
British Journal of Ophthalmology, July, 1920. 

g. LeicHTNAM, Etse. Multiple sclerosis with long interval. Deutsche 
Zeitschr. f. Nervenheilk., Bd. 64, 1919. 

10. Lutz. Eye symptoms of pseudo-tumor of the brain, with report of 
acase. Zeitschr. f. Augenheilk., Bd. 42, p. 165. 

11. Moore, Foster. Exophthalmos and the limitation of the eye 
movements in Graves’s disease. Lancet, October, 1920. 

12. NATHAN. Ocular affections in botulismus. Diss., Breslau, 1919. 

13. Ruttin. Aneurysm of the carotid in the cavernous sinus with 
murmur to be heard over the head. Zeitschr. f. Augenheilk., xlii., p. 263. 

14. ScHANz. Effects of light in toxic amblyopia. Muench. med. 
Wochensch., 1920, p. 359. 


15. WUNDERLICH. Quinine poisoning and its pathogenesis, with re- 
port ofa case. Klin. Monatsbl. f. Augenheilkunde, Ixiv., p. 270. 


The patient observed by Lutz (10, Eye symptoms of pseudo- 
tumor of the brain) suddenly exhibited choked disk, headache, 
dizziness, and vomiting with no signs of meningitis and no rise 
of temperature. The symptoms gradually retrogressed, and 
after four weeks the patient had recovered. The next year he 
developed a nervous deafness on one side, a year later loss of 
vestibular function on the same side and unilateral Romberg. 
Fits occurred from time to time, which were ascribed to a lesion 
in the angle between the cerebellum and the pons on the left 
side. Although her first husband had been treated for syphilis, 
and she herself had a positive blood Wassermann, Lutz thinks 
syphilis can be excluded as the cause, because the only treat- 
ment which brought about a comparatively good result was 
iodine in large doses. 

This lecture is a special plea for the recognition of the posi- 
tion of the ophthalmic surgeon in the early diagnosis of high 
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blood tension and arteriosclerosis. ADAMS (4, Arteriosclerosis 
and the eye) points out that it is the privilege of the ophthal- 
mic surgeon to examine many patients between the ages of 45 
and 55, when the symptoms of presbyopia arise, and that this 
is the age in which high blood tension manifestations first make 
their appearance, the early recognition and treatment of which 
are so very important. Therefore if it is possible by ophthal- 
moscopic examination to recognize early conditions of high 
blood tension, a heavy responsibility rests upon the ophthalmic 
surgeon. He further points out that many symptoms, such as 
headache and giddiness, are attributed by the lay public to the 
eyes and an ophthalmic surgeon is consulted, whereas high 
blood tension is at the root of the trouble. 

The lecture starts with a classification of the various stages 
of arteriosclerosis, namely: 

1. HyPERPIESIA. This is characterized by simple high 
tension, without signs of vascular or renal disease. 

2. ARTERIOSCLEROSIS. Associated with high tension, renal 
and cardiac changes. 

3. CHronic NeEpuritis. With secondary high tension, 
arteriosclerosis, and cardiac changes. 

The first group is in many respects the most important in 
the present connection as the condition, if recognized, is amen- 
able to treatment. 

With regard to symptoms Adams lays especial emphasis on 
the headache in the early morning, which may even wake the 
patient up, on the pain in the back of the neck, and on giddiness, 
especially that giddiness which comes on change of position. 
These symptoms, occurring in elderly patients, are to Adams 
very suggestive of high tension. 

With regard to the ophthalmoscopic appearances in these 
cases, he quotes the four points which Bardsley considers are 
characteristic of simple high tension, namely: (1) appearance 
of uniform distension of vessels; (2) broadening of the light 
streak on the arteries; (3) the increased brilliancy of the said 
light streak; (4) the indentation of the veins by the arteries. 

Adams, while recognizing the value of Bardsley’s observa- 
tions, does not find them universally true. He would lay stress 
on the small size and pale color of the arteries in this condition 
and further, where an artery crosses a vein, on the absence of 
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the light reflex for some short distance up and down the vein, 
due he supposes to some flattening of the curvature with conse- 
quent alteration of the light reflex. 

With regard to the second group—arteriosclerosis—Adams 
outlines the work of Marcus Gunn, de Schweinitz, and Foster 
Moore. He considers the following points of the most constant 
importance: 1. Irregularity of the caliber of the arteries 
associated with a general diminution in their size. 2. Loss of 
translucency of the arterial wall. 3. Where the artery crosses 
a vein, the vein is frequently pushed out of its direct course, 
there is a loss of the light reflex from the vein for a varying 
distance up and down from the arterial crossing, the vein 
appears to be pinched or indented, and the appearance of 
“banking”’ of the blood on the distal side of the crossing is not 
a usual occurrence. 4. The condition of arteriosclerotic re- 
tinitis, described by Foster Moore, which consists of small 
scattered white spots, irregularly circular in outline, consisting 
of retinal exudate without cedema or pigmentary disturbance 
and situated commonly between the macula and the disk and 
sometimes associated with a partial star-shaped figure at the 
macula. 

From an investigation of cases of arteriosclerosis Adams 
found gross changes in the retinal vessels in at least 50 per cent. 
of the cases and he quotes the figures of other authorities which 
confirm his own statistics. 

With regard to group 3, where the disease is primarily renal, 
he points that the patients are usually younger and not so 
vigorous as in the arteriosclerotic group, that the urine differs, 
having a higher albumin content, and that the blood tension 
is more variable. The ‘“‘cotton wool” patches of exudate in 
the retina are more usually associated with this group of cases 
and the vascular changes may be less marked. 

In considering the prognosis Adams lays emphasis on the 
point that high blood tension is a compensatory state and that 
the condition of the associated viscera, especially the heart and 
kidneys, will be the surest guide to the future. In general he 
would say that the younger the patient, the worse the prog- 
nosis, particularly so if albumin is present in the urine. 

Adams next describes an instrument devised by Thomson 
Henderson for measuring the arterial diastolic pressure in the 
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eye. It is applied to the eye through the upper lid. As the 
intraocular fluid contents must lie at venous exit pressure, so if 
the intraocular pressure is raised the venous exit pressure is 
also; and raised to the same level, and as the pressure is stil] 
further increased, it rises first to arterial diastolic and finally 
to arterial systolic pressure when the circulation will cease. 
Sufficient readings have not yet been taken, though Bailliart, 
with a slightly modified instrument, found the normal tension 
of the eye to be 18mm Hg, diastolic pressure to be 25mm 
Hg, systolic pressure to be 50mm Hg. These figures are 
much lower than those of Priestly Smith. Further work on 
these lines seems to be indicated. 
P. G. Doyne. 

In this paper Gorpon HoiMEs (8, Disturbances of vision by 
cerebral lesions) first refers to certain conclusions which he, in 
association with Colonel Lister, had brought forward some 
months previously. These conclusions were: 

1. The upper half of each retina is represented in the dorsal, 
and the lower in the ventral part of each visual area. 

2. The center for macular vision lies in the posterior extremi- 
ties of the visual areas, and has not a bilateral representation. 

3. The center for vision for the periphery of the retina is 
probably situated in the anterior ends of the visual areas, and 
the serial concentric zones of the retina from the macula to the 
periphery are probably represented in this order from behind 
forwards in the visual cortex. 

He then proceeds to support and amplify these conclusions 
by quoting a series of cases which he has observed. Most of 
his material comes from the base hospitals in France and is 
fully illustrated with charts of the fields of vision and diagrams 
of the situations of the wounds. 

He discusses central and paracentral scotomata, sector 
scotomata, the cortical representation of peripheral vision, and 
the visual defects due to lesions of the optic radiations. Re- 
garding the latter he points out that the defects in the fields 
are frequently quadrantic and suggests that it is likely that the 
fibers of the radiations may be arranged in laminz or series 
according to the origin of the impulses they carry. 

In the early stages after a wound of the head it was usual to 
find a much larger area of visual loss than was established at a 
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later period, andit was noted that recovery took place some- 
times from the center to the periphery and at other times from 
the periphery to the center. In Holmes’s opinion the perma- 
nent visual loss is due to definite cortical destruction and that 
part which recovers is due to local cerebral concussion,— 
oedematous swelling—and that this underlying principle deter- 
mines the nature of the recovery. 

It has been held by some that occipital injuries may produce 
a dissociationof visual perceptions, e.g., light, shape, movement, 
and color; this Holmes thinks is improbable. Different parts 
of the retina are specialized for various functions and it would 
be likely that the special function would be the first to reappear, 
thus it would be reasonable to expect that the peripheral retina 
should appreciate movement before shape or color. Similarly, 
in regard to color, there may be areas where only a white object 
is appreciated but it will usually be found that the visual 
sensibility to white is also lowered. 

Holmes contends that the three conclusions, mentioned at 
the beginning of his paper, are confirmed by the evidence 
which he has produced and that they can be regarded, if not as 
final, at any rate as working hypotheses for further investiga- 
tions. 

He adds three further conclusions: 

1. Those portions of the retina adjoining their vertical axes 
are probably represented in the dorsal and ventral margins of 
the visual areas, while the retina in the neighborhood of its 
horizontal axis is projected on to the walls and floor of the 
calcarine fissures. 

(This is shown very clearly in a diagram.) 

2. Severe lesions of the visual cortex produce complete 
blindness in the corresponding portions of the visual fields, or if 
incomplete an amblyopia, color vision being generally lost and 
white objects appearing indistinct, or only more potent stimuli, 
as abruptly moving objects, may excite sensations. 

3. The defects of vision in the fields of the two eyes are 
always congruous and superimposable, provided that no ab- 
normality of the peripheral visual apparatus exists. 

P. G. Doyne. 

Hirscu (7, Eye symptoms in tumors of the hypophysis) 
reports observations on fifty-nine patients in whom the diag- 


q 


280 Matthias Lanckton Foster. 


nosis of tumor of the hypophysis had been confirmed by opera- 
tion. The eye disturbances are due to the strangulation of the 
chiasm by the arteries of the Circle of Willis. In forty-four 
cases without acromegaly, of which thirty-four were adeno- 
mata, the disturbances were all of the direct vision. Similar 
symptoms were present with acromegaly, but fifty per cent. 
without any visual disturbance. In addition to these there 
were three cases in which thediagnosis of tumor of the hypophy- 
sis was proved wrong by operation; three of these had choked 
disk. 

In a very arteriosclerotic woman, 73 years old, RUTTIN (13, 
Aneurysm of the carotid artery in the cavernous sinus) ob- 
served, within four months after the onset of a paresis of the 
abducens, the development of exophthalmos, engorgement of 
the external and retinal veins, hemorrhages on the papilla, 
and increase of tension to 60mm Hg. Over the entire head, but 
especially over the left temporal region, could be heard a loud 
murmur, synchronous with the carotid pulse, which disap- 
peared when the left carotid was compressed. 

Among 244 typhus patients ARNOLD (5, Optic neuritis a late 
symptom in typhus) found optic neuritis to appear as a late 
symptom in fifty-nine per cent. of the cases. It is usually dis- 
tinct on the tenth or twelfth day, at a time when confusion 
with typhoid is particularly possible because the fever is going 
down by lysis and the exanthem has more or less completely 
disappeared. The optic neuritis also runs parallel in time to 
the appearance of the positive hemolysin reaction in the cere- 
brospinal fluid. The prognosis is good. 

LEICHTNAM (9, Multiple sclerosis with long interval) reports 
a case which presented a retrobulbar neuritis. Twelve years 
before such a retrobulbar neuritis had appeared as an initial 
symptom, but at that time the diagnosis of multiple sclerosis 
could not be made. During the interval the vision had been 
good and the central scotoma had disappeared. 

NATHAN (12, Ocular affections in botulismus) gives the 
clinical histories of twenty-eight cases of botulismus with 
special reference to the eye symptoms. Paresis of the accom- 
modation was most common, with pupillary disturbances, 
usually due to paresis of the sphincter varying in degree, 
almost equally frequent. Less commonly the external muscles 
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of the eye are affected, chiefly the levator palpebre and the 
abducens. Other observations are more or less isolated. 
Differentiation from post-diphtheritic paresis of the accommo- 
dation through the pupillary movement remaining intact. 

In ABELSDORF’S (3, Transient blindness with paresis of the 
ocular muscles after carbonic oxide poisoning) case there re- 
mained only small portions of the visual fields, central in the 
right, excentric in the left, in which movements of the hand 
could be distinguished at the distance of a meter. There was 
anisocoria with preservation of the pupillary reactions. As 
vision improved, there was no central scotoma, a paresis of the 
left inferior rectus appeared. In less than five weeks both eyes 
had regained full vision and the visual fields were normal, 
while the muscular paresis had extended. The writer thinks 
that an acute, quickly retrogressing, bilateral orbital or intra- 
cranial neuritis may have produced the disturbance of the 
visual fields, especially as slight symptoms of neuritis were to 
be found ophthalmoscopically in other like cases. 

WUNDERLICH’s (15, Quinine poisoning) patient took eight 
grams of quinine for the purpose of producing an abortion. 
Aside from the general symptoms and deafness, amaurosis was 
present from the second to the fourth day, the pupils being 
widely dilated with reaction to light and convergence. The 
lower margin of the left papilla was slightly hazy with an ad- 
joining slight haziness of the retina; the condition of the left 
papilla was similar, but less marked. The vessels were normal. 
The right field of vision, the only one taken, showed a concen- 
tric contraction. Hemeralopia was present. In the course of 
time the vision improved, but pathological changes in the 
fundus continually increased. The vessels became small and 
the papilla paler until at the end of three weeks it was as white 
as porcelain. Some months later the papilla was somewhat 
more reddish and the vessels less small; the mydriasis and 
hemeralopia persisted. The writer discusses the literature on 
the subject and finally concludes that quinine injures primarily 
the nervous elements of the eye, perhaps the central ganglia 
also, irritates the sympathetic, and primarily impairs the mus- 
culature of the vessels. The action of optochin is analogous to 
that of quinine. 

A number of substances which are quite different chemically, 
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such as optochin, methyl alcohol, quinine, filix, dinitrobenzol, 
and atoxyl, produce visual disturbances which have certain 
similarities. 

Experimental researches have established, contrary to 
former views, that the primary injury is not to the optic nerves, 
but to the layer of ganglion cells of the retina. ScHANz (14, 
Effects of light in toxic amblyopia) thinks that this layer of the 
retina lying next to the vitreous is injured by light, the poison- 
ous substances acting only as sensitizing agents. When the 
fundus is lighted uniformly the central portion has a better 
chance for recovery than the peripheral, because of its better nu- 
tritive supply, while if the central area receives the greater part 
of the light it suffers the more; thus producing in the one case 
a concentric contraction, and in the other a central scotoma. 

The causes of the exophthalmos in this condition have been 
attributed to: 

1. Irritation of the sympathetic producing a contraction of 
the unstriped muscle tissue in the orbit. 

2. Engorgement of the orbit with blood. 

3. Increase of the orbital fat. 

FosteER Moore (11, Exophthalmos and the limitation of the 
eye movements in Graves’s disease) favors the third cause and 
cites two cases in support of it. The first case was that of a 
woman of forty-five years of age who died of Graves’s disease. 
She had marked exophthalmos of one eye and at the autopsy 
this condition persisted. Examination of the orbit showed 
nothing abnormal except a marked excess of fat in the cavity. 

In the second case there was exophthalmos of both eyes, but 
to such an extreme extent in the left eye that it was necessary 
to attempt to suture the lids in order to save the eye. On the 
operation table it was found to be impossible to approximate 
the two lids, as a consequence therefore an incision was made 
along the whole length of the inferior fornix and the orbital 
cavity exposed, then with forceps a large amount of the orbital 
fat was picked away and after this procedure the lids were 
easily made to meet. 

Nothing abnormal was seen or felt in the orbit, but the fat 
seemed to be very cedematous and the bellies of the recti 
muscles, which were exposed, appeared to be swollen and fusi- 
form in shape. 
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- Foster Moore suggests that this condition of the recti 
muscles may account for the limitation of ocular movements 
which often occurs in these cases. P. G. Doyne. 
BENEDICT (6, Early diagnosis of pituitary tumor with ocular 
phenomena) reports the study of 32 cases from the Mayo 
clinic. The ocular phenomena were failing vision, affection of 
the field, and atrophy of the nerve. The visual acuity as a rule 
fails very slowly. Aside from a peripheral contraction the 
cases fall into three groups, those with bitemporal hemianopsia, 
those with homonymous hemianopsia, and those with no light 
perception in one eye and a temporal defect in the other. A 
decompression operation on the side of the head or at the sella, 
will often improve temporarily the vision and the fields. There 
should be a close relationship between the ophthalmologist, 
neurologist, and surgeon. Pallor of the disks with changes in 
the fields should always cause suspicion, and operation should 
be considered before atrophy has progressed beyond the possi- 
bility of restoration of vision. ALLING. 


III.—OCULAR DISEASES, REMEDIES, AND INSTRUMENTS. 


16. BatLyart, P. The sphygmomanometric value of recording the 
oscillations of the tonometric needle during its application to the eyeball. 
Annales d’oculistique, cliv., 2. 

17. Barpstey, P.C. A new form of bifocal lens. British Journal of 
Ophthalmology, March, 1919. 

18. CHEVALIER. A contribution to the study of collargol applied in 
ophthalmology. La clinique ophthalmologique, viii., 5. 

19. Ciapp, C. A. Use of mercurochrome-220 as a germicide in 
ophthalmia neonatorum. Journal A. M. A., May 1, 1920. 

20. Darier, A. Parenteral injections of cow’s milk. Jbid., viii., 3. 

22. FRANKLIN, W. S., and Corpes, F. C. Radium for cataract? 
American Journal of Ophthalmology, September, 1920. 

23. GAUPILLAT. Eye diseases treated with cow’s milk. JIbid., 2. 

24. Gros, H., and Fromacet. The analgesic action of a weak faradic 
current in ocular therapeutics. Jbid., viii., 1. 

25. HENSEN. The effect produced by Ponndorf’s cutaneous inoculation 
of tuberculin on scrofulous and tuberculous diseases of the eye. Zeitschrift 
f. Augenheilkunde, xlii., 4-5, p. 221. 

_" HEssBerG. Tuberculosis of the eye. Berl. klin. Wochenschr., 

27. Howarp, H. J. A test for the judgment of distance. American 

Journal of Ophthalmology, September, 1919. 
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28. JoHNSON, J. A. Experiments on rabbits with salvarsan. Thera- 
peutic and toxic doses. Jbid., October, 1919. 

29. Kraupa. Results of treatment of tuberculous eye affections by 
partial antigens and injections of milk. Zeitschr. f. Augenheilk., xlii., p. 105. 

30. New, G. B., and Benepict, W. L. Radium in the treatment of the 
eye and adnexa. Jbid., April, 1920. 


31. Pick. Some consequences of the war in eye diseases. Deutsche 
med. Wochenschr., No. 2, p. 44. 


32. SEEFELDER. The influence of the war upon eye diseases at home. 
Wiener klin. Wochenschr., 1919, No. 52. 


Pick (31, Some consequences of the war in eye diseases) 
compares 2000 eye diseases during 1913 with 2000 during 1919. 
The influence of the war is seen in the great increase of scrofu- 
lous and tuberculous diseases of the eye, and of toxic amblyopia 
due to abuse of tobacco and alcohol. The increase in the num- 
ber of patients with scrofulous affections of the eye is fifty per 
cent., with incomparably more people past the twenties, among 
whom such clinical pictures formerly were not common. In 
many cases also the disease was uncommonly obstinate, with 
cases of unusual localization, as phlyctenules in the corneal 
epithelium, or in the palpebral conjunctiva. The drinking of 
raw milk was frequently the probable cause of the infection, 
especially in well nourished and strong patients. In some cases 
which were complicated by syphilis, an antisyphilitic treat- 
ment considerably hastened the healing of the scrofulous 
symptoms. Eighteen cases of toxic amblyopia were observed 
in 1919 as against one in 1913, and the cause was ascribed to 
“‘German tobacco.” Pick believes that the under nutrition 
brought on during the war, with perhaps specially harmful 
substances in the improperly treated German tobacco, explains 
why toxic amblyopia is so frequent and severe. In measuring 
the central scotoma he could always demonstrate a connection 
between it and the blind spot. 

SEEFELDER (32, Influence of the war upon eye diseases at 
home) finds that the eczematous and scrofulous diseases of the 
eye have increased about one hundred percent. He also finds 
that the average course is more severe than formerly, and that 
adults are attacked with marked frequency. Less certain is the 
increase in the clinical pictures recognized as surely tubercu- 
lous. He has observed also a considerable increase in the 
gonorrheal ophthalmia of the new born, although it is no more 
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frequent in adults than formerly. He thinks that the reason 
why syphilitic eye diseases do not show an increase yet is 
because years often elapse before they come to light. Tra- 
choma shows no increase. This he ascribes to the lack of 
contact between the troops and the civilian population. Acute 
glaucoma has increased from seven per cent. in 1915 to twenty- 
one per cent. in 1918, but only infemales. This he ascribes to 
the numberless emotional excitements, which are known to 
favor attacks of glaucoma. A surprising consequence of the 
war is the almost complete disappearance of keratomalacia, 
which he ascribes to the disappearance of farinaceous foods 
from the market and the consequently enforced breast feeding 
ofinfants. In neutral Holland, on the contrary, keratomalacia 
has increased. A considerable increase of toxic amblyopia is 
noted, mainly from tobacco favored by under nutrition, but 
also from methyl and denatured alcohol. Noincrease in botu- 
lismus and in cysticercus intraocularis was observed. 

HESSBERG (26, Tuberculosis of the eye) confirms the state- 
ments of the two preceding writers concerning the great in- 
crease of ocular tuberculosis since the war, and the markedly 
slight tendency to healing in comparison with experience in 

_former times. 

HENSEN (25, Effect produced by Ponndorf’s cutaneous in- 
oculation of tuberculin on scrofulous and tuberculous eye) 
tested the therapeutic action of Ponndorf’s cutaneous treat- 
ment with old tuberculin in over 300 cases, and found it in- 
effective for good. On the contrary he saw it cause harm. 
New corneal infiltrates appeared after the inoculation in eyes. 
that previously were unirritated. In 65 per cent. of the cases 
there was a quick rise of fever, in some irregular and lasting for 
weeks, which he ascribed to focal reactions on the part of tuber- 
culous lesions located elsewhere. Such a focal reaction in the 
lungs was fatal in one case. He concludes that the rubbing of 
tuberculin into from fifteen to twenty minute skin incisions 
introduces into the body an unknown quantity of the material 
while the rapidity with which it is taken up by the circulation 
is unknown and cannot be influenced, so that this method of 
treatment of tuberculous lesions is uncertain and frequently 
harmful. 

Kraupa (29, Results of treatment of tuberculous eyes by 
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partial antigens and injections of milk) reports his results in 
about a hundred cases of severe tuberculosis of the eye. In 
three of sclerosing keratitis with iritis the improvement was so 
rapid and marked that it seemed as though it must have re- 
sulted from the treatment, but the results in the rest left him 
uncertain as to the part played by the specific treatment. 
Simultaneous treatment with sunlight did good service, while 
diathermia proved to be of no special use. The results from 
injections of milk, tested on a hundred patients, were better. 
He ascribes the effect of these injections to the setting free 
in some unknown way of protective powers which are present. 

DarIER (20, Parenteral injections of cow’s milk) relates his 
experiences in a variety of eye cases, like parenchymatous 
keratitis, corneal ulcers, post operative or traumatic ocular 
infections of the cornea, iritis and iridocyclitis, ophthalmic 
herpes, eczema of the lids and confirms the favorable impres- 
sion of other French authors. However, he believes that anti- 
diphtheric serum used by mouth or as subcutaneous injections 
are superior both, as to results obtained and advantages of 
administration. The milk injections are usually painful; they 
produce general reactions (fever, chills, nausea, etc.), not ob- 


served after the oral or even intravenous injection of serum. 
But in grave cases it is worth while to use both methods, the 
serum and milk at the same time. 


SCHOENBERG. 
GAUPILLAT (23, Eye diseases treated with cow’s milk) re- 
lates his results in several cases of hypopion keratitis, trau- 
matic keratitis, serous iritis, interstitial keratitis, and chronic 
dacryocystitis, which responded very readily to subcutaneous 
injections of milk. 
SCHOENBERG. 
CHEVALIER (18, A contribution to the study of collargol 
applied in ophthalmology) says that collargol is best used as 
drops in 1-2 per cent. solution, 15 per cent. ointment (Crédé) 
for inunctions and as intravenous injection 3 to 5cc of a 1-2 per 
cent. solution. Cases of bleparitis, conjunctivitis, corneal 
ulcers, post-operative infections, and dacryocystitis treated 
with collargol with beneficial results are reported. 
SCHOENBERG. 
JOHNSON (28, Experiments on rabbits with salvarsan) sub- 
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jected a number of rabbits to large doses of salvarsan and the 
examinations showed that the tissues were thoroughly infil- 
trated with arsenic. The dose of one decigram was lethal to 
but three. In none of the twelve rabbits was an optic neuritis 
produced. These observations taken in connection with the 
fact that 14 cases of optic neuritis either before or during anti- 
syphilitic treatment, were rapidly cured by salvarsan, would 
seem to indicate that there is no fear of producing blindness by 
the therapeutic doses of the drug. 
ALLING. 

Dranoux (21, Aspirin in syphilitic iritis) recommends the 
use of large doses. In one case he has seen a surprising im- 
provement in less than twenty-four hours. He advises 3 
grammes of aspirin given in one dose. 

Gros and FRoMAGET (24, The analgesic action of a weak 
faradic current in ocular therapeutics) have observed that the 
application of one of the poles of a weak faradic current upon 
the eyelid previously covered by a wet compress, while the 
other pole is held in the hand by the patient, is apt to relieve 
him in 3-5 minutes of pain in the eye of a considerable variety 
of causes. The authors have obtained relief of pain due to a 
herpetic eruption of the cornea, a subconjunctival injection of 
mercury cyanide, an acute kerato-iritis, a painful atrophic eye, 
superficial lesions of the cornea in a gassed soldier, absolute 
glaucoma. 

The pole applied on the eye must have a large surface and 
the current very weak so as not to cause any unpleasant 
sensation. SCHOENBERG. 

The oscillations of the Schiotz tonometer needle is known 
to everyone using this instrument. BAILLART (16, The sshyg- 
momanometric value of recording the oscillations of the 
tonometric needle during its application on the eyeball) has 
succeeded in devising a procedure of obtaining a photographic 
record of these oscillations and believes that the study of such 
records may furnish valuable information regarding the re- 
port between the intraocular tension and intraocular arterial 
pressure. The papers reproduce a number of photo-tracings 
of the oscillatory movements of the tonometer needle. 

SCHOENBERG. 
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BARDSLEY (17, A new form of bifocal lens) does not approve 
of the practice now almost universal of fully correcting myopia 
in children. He is himself a myope and always objected to 
reading with full correction, and early in life took to bifocals. 
These were at first of the ordinary type, but when he began to 
study ophthalmology he learned that in looking down through 
the wafer of ordinary bifocals considerable distortion was 
produced. Asa matter of fact a sphere of 4 D. tilted 20° gives 
the effect of a cylinder of 0.5 D. To overcome this defect 
Bardsley angled the reading segment of his glasses. At first 
the reading portion was carried straight across, and the seg- 
ments cemented together. This pattern blurs most of the 
lower temporal field for distance. The next step was to angle 
circular reading segments by grinding a meniscus curve 
(‘‘Toric”’ in the text) on the upper lens and a double concave 
or convex on the lower. This type gave immense satisfaction 
and the inventor wore them for twenty years. These glasses 
are expensive, the dividing line is pronounced, dust settles on 
the line of union, and the lens is ugly. Mr. J. B. Rayner has 
now succeeded in grinding the angled lens in one piece. They 
are made from a blank ‘‘invisible bifocal.”” This is ground in 


front to give an angle of 15°-20° and the refracting curve is 
worked on behind. 


T. HARRISON BUTLER. 


Howarp (27, A test for the judgment of distance) with an 
apparatus so constructed as to expose two rods placed at vari- 
able distances from the observer, has made tests of the ability 
to judge distance by means of the binocular parallax and has 
found a great difference in individuals. This factor is undoubt- 
edly the most important of all those which are used in making 
our estimates as is shown by the fact that the binocular judg- 
ment is twenty times more accurate than the use of the size of 
the retinal image which is the principal factor in monocular 
vision. The one-eyed persons however are helped in other 
ways as by terrestrial associations and motion parallax so their 
ability is not so comparatively less. In binocular parallax 
the person with the greatest interpupillary distance has the 
greatest advantage. ALLING. 

Capp (19, Mercurochrome-220 as a germicide in ophthal- 
mia neonatorum) thinks from his experience with four cases 
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that this new remedy acted well and apparently gave a rapid 
convalescence. 
ALLING. 

FRANKLIN and CorpDEs (22, Radium for cataract?) have 
exposed thirty-one patients to radium emanations and think 
that the treatment improved vision in eighty-four per cent. 
They advise frequent applications at the beginning and have 
seen no ill effects on the eye when the proper technic was 
followed. 

ALLING. 

New and BENeEpIcT (30, Radium in the treatment of dis- 
eases of the eye and adnexa) report upon 133 cases treated in 
the Mayo clinic. They were mostly angioma of the lids, basal- 
cell epithelioma and sarcoma of the orbit with a few cases of 
vernal catarrh, blastomycosis of the lids and epithelioma of the 
limbus. They regard radium as a specificin angioma. A small 
tube of radium is inserted into the center of the tumor and left 
for several hours. Most of the tumors disappeared without 
deformity in from three to four months. Squamous epithe- 
liomata are usually of rapid growth and do not respond well to 
the treatment. They should be excised with the knife. Sar- 
comata of the orbit have been reduced in size or entirely 
eradicated but on account of their malignancy the patient 


usually dies of metastases. 
ALLING. 


IV.—ANATOMY, PHYSIOLOGY, MALFORMATIONS. 


33. Casstmatis. Coloboma of the iris and choroid. La clinique ophtol- 
mologique, viii., 3. 

34. Ferrmncotp, M. Peripheral communicating vessels between the 
retina and the choroid. Fold of inner limiting membrane in chorioretinitis. 
American Journal of Ophthalmology, July, 1920. 

35. Finnorr,W.C. Anomalous condition of ocular fundus. American 
Journal of Ophthalmology, March, 1920. 

36. Girrorp, S. R. Atypical coloboma ef the iris and choroid. Jbid., 
February, 1920. 

37. Hacen. The regeneration of the aqueous in the human eye. 
Klin. Monatsbl. f. Augenheilkunde, February-March, 1920. 

38. Kayser, B. The proportionate size of the cornea and globe in 
megalocornea. Ibid., lxiv., p. 292. 

39. KRAEMER. Acase of congenital bilateral ectopia of thelens. Jbid., 
P. 393. 
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40. Kraupa, E. Episcleral loops of veins at the outer canthus, a con- 
genital anomaly. Jbid., p. 324. 

41. Muo.eton, A. B. Congenital eye conditions affecting vision of 
two hundred thousand troops examined at Camp Travis. American Journal 
of Ophthalmology, June, 1919. 

42. Morax, V. A discussion of the hypotheses regarding the maculo- 
cortical centers. Annales d’oculistique, clvi., 1. 

43. WuerpEMANN, H. V. The fundus of the eye after death. J[bid., 
May, 1920. 


Kayser (38, Proportionate size of the cornea and globe in 
megalocornea) does not believe that the entire eyeball is en- 
larged in megalocornea, but believes that the enlargement of 
the cornea is independent of increase of size of the rest of the 
globe. An enlargement of the eyeball in proportion to the size 
of the cornea in excessive megalocornea would necessarily 
result in a considerable exophthalmos, but this has been ob- 
served in only a single case, that of Soriano, in which high 
myopia was present. The radius of curvature of the cornea is 
another evidence against an enlargement of the entire eye. 
Kayser believes that the anomaly is wholly situated in the 
anterior segment of the globe, and that Horner’s designation of 
cornea globosa, or megalocornea globosa, is correct. He does 
not agree with Staehli that megalocornea is simply a variation 
in the size of the cornea. 

A number of cases have been observed in which choroidal 
vessels entered into direct and visible communication with 
normal retinal vessels. In another group are cases in which 
no such connection exists, but the retinal vessels are obliterated 
and the circulation is supplied by vessels entering through a 
chorioretinal focus. Two cases described by FEINGOLD (34, 
Peripheral communicating vessels between the retina and the 
choroid) belong to the latter group, and one partly to both 
groups. The cases present small patches of choroidal atrophy 
and a vein is seen to enter and entirely disappear, evidently 
being supplied by the choroidal circulation. 

ALLING. 

WUERDEMANN (43, The fundus of the eye after death) 
refers to the signs of death as shown in the eye. The paleness 
and partial opening of the lids; the falling in of the globes; 
insensibility of the conjunctiva and cornea; lethal discolora- 
tion of the sclera; usually dilated pupil, which is followed by 
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contraction as rigor mortis sets in. He has had opportunity to 
study also the appearance of the background. He found that 
immediately after death the fundus takes on a yellowish dis- 
coloration which later turns to brownish gray. The nerve 
head blanches and the arteries become straighter and narrower, 
the blood entirely disappearing from the arteries, but may 
remain in the veins even for twenty-four hours. 
ALLING. 

Morax (42, Hypotheses regarding the maculo-cortical 
centers) believes that the cortical center of the macula is 
located in the posterior pole of the occipital lobe, and that each 
macula in the retina is provided with fibers from both cortico- 
macular centers. While he has no anatomical specimens to 
prove this hypothesis, he believes that this supposition explains 
better than any other the various types of hemianopsia 
reported by the author in conjunction with Moreau and 
Castelain. 

SCHOENBERG. 

Contrary to all results of animal experimentation HAGEN 
(37, Regeneration of the aqueous) claims that the regeneration 
of the aqueous in the human eye comes only from the vitreous 
and not as a new secretion from the ciliary processes. His con- 
clusions are based on the refractometric examinations of aque- 
ous collected from eyes from which it had escaped subsequent 
to either an operation or a perforating wound. In only one 
case of absolute inflammatory glaucoma was the anterior 
chamber punctured and later punctured again. Comparison 
of this with the others showed no material change due to ad- 
mixture with the tears. He believes that in man the aqueous 
is regenerated wholly through transudation of the vitreous 
fluid, in the same way that it is known to take place in cada- 
veric eyes. Greef’s blebs have never been found on the ciliary 
processes of the human eye, the tension remains low for a long 
time after the anterior chamber has been emptied, and this 
would explain the impermeability of the human ciliary pro- 
cesses for fluorescin. He considers that the theories concerning 
the change of fluid in the eye hitherto held are erroneous and 
should be revised by new researches. 

KRaAupPA (40, Episcleral loops of veins at the outer canthus) 
describes as a congenital anomaly loops of episcleral vessels 
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which not so very rarely appear in the form of a triangle about 
the outer canthus, springing from and returning to the tissue 
of the external tarsal ligament. These loops extend more or 
less in the direction of the limbus, but do not anastomose with 
the other vessels of the globe or of the episclera. 

KRAEMER (39, Congenital bilateral ectopia of the lens) 
reports a case in which both lenses were displaced downwards 
and inwards, inclined backwards, and so rotated about their 
vertical axes that the anterior surfaces looked outwards and 
upwards. Good vision was secured with strong plus lenses, as 
the entire pupillary areas were aphakic. 

CASSIMATIS (33, Coloboma of the iris and choroid) describes 
the ophthalmoscopic appearances in a case of this nature. 

SCHOENBERG. 

According to GIFFoRD (36, Atypical coloboma of the iris and 
choroid) his case is the only one on record in which an upward 
coloboma of both the iris and the choroid has occurred together. 
The explanation of these colobomata, atypically placed, is not 
very evident, but it is well established that secondary clefts 
are occasionally found in the optic vesicle in fetal life, and it is 
possible that the mesoderm, usually vascular, may push into 
these clefts and leave bands which would hinder the growth 
of the iris. ALLING. 

FinnoFF (35, Anomalous condition of ocular fundus) dis- 
covered a veil-like membrane beginning at the disk, which was 
about one third covered, and running upward and slightly 
inward into the vitreous well forward of the equator. There 
was much pigment about the nerve, and some at the edge of 
the funnel-shaped mass. Retinal vessels accompanied the 
membrane, and were partly buried in it, but there were no 
vessels to be seen in the upper nasal quadrant of the fundus. 

ALLING. 

MIDDLETON (41, Congenital eye conditions) found, in his 
examinations, twenty-eight defects with few duplicates. From 
his descriptions, however, it is quite possible to infer that 
some of the cases might have been acquired—for instance, 
those designated as guttate choroiditis. Among the more in- 
teresting cases are congenital varicose retinal vessels, coloboma 
of the lens, and binocular sectional absence of iris pigment. 
Color plates and sketches illustrate the paper. ALLING. 
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V.—REFRACTION, ACCOMMODATION, AND THE SENSE OF 
SIGHT. 


44. CANTONNET, A. The examination of the visual apparatus of avia- 
tion candidates. Archives d’ophtalmologie, xxxvi., 7. 

45. Davis, A. E. Accommodation in the lensless eye. American 
Journal of Ophthalmology, December, 1919. 

46. Jess. Tonic accommodation. Klin. Monatsbl. f. Augenheilk., \xiv., 
p. 114. 

47. Jess. Permanent injury of the entire retina by the rays of the sun. 
Ibid., February-March, p. 203. 

48. Newcoms, J.R. Refraction methods employed in the department 
of ophthalmology of the attending surgeon’s office, United States Army, 
Washington, D.C. American Journal of Ophthalmology, May, 1919. 

49. SLONAKER. The physiology of accommodation in the eye of the 
bird. Jbid., November, 1920. 

50. Veasey,C.A. Paralysis of accommodation due to focal infection. 
Ibid., December, 1919. 

51. Wiese. Military hemeralopia. Archiv. f. Augenheilkunde, \xxxv., 
p. 168. 


Jess (46, Tonic accommodation) reports another case of this 
nature. The patient was a man 21 years old whose left eye 
was normal. His right eye was ina condition of reflex pupillary 
immobility. Eight to ten seconds elapsed during accommoda- 
tion before this eye had adjusted itself to the near point. Re- 
laxation of the accommodation, when the eye had been fixed on 
the near point, always took exactly five seconds, no matter 
whether the eye had been fixed on the near point only a few 
seconds or a longer time. 

Davis (45, Accommodation in the lensless eye) attributes 
this phenomenon to the ability of the patient to interpret the 
dispersion circles, from the fact that the retinal image, with 
the correction for distance, is considerably larger than normal. 
Another explanation is that a small openingin thecapsuleserves 
to cut off the peripheral rays and lessens the circles of diffu- 
sion. Further, tilting of the lens might help in interpreting 
the image. He has observed slight changes in the curvature 
of the cornea during the effort of accommodation, but regards 
this factor as of little importance. 

ALLING. 

Newcoms (48, Refraction methods) states that the objective 
methods of examination are used almost exclusively in this 
department and mentions the value and reliability of the 
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skiascope. For the subjective test of astigmatism a checker- 
board chart is employed. After a cycloplegic has been used a 
miotic is always instilled. 

ALLING. 

VEASEY (50, Paralysis of accommodation due to focal infec- 
tion) reports three cases of this sort, one being due to infection 
at the root of the central incisor and two to chronic purulent 
disease of the tonsils. ‘The accommodation was restored in all 
after the removal of the focus of infection. 

ALLING. 

SLONAKER (49, Physiology of accommodation in the eye of 
the bird) describes the lens of the bird’s eye as composed of 
two parts—a central spherical lens and, separated from this by 
a cavity containing fluid, an annular pad. The lens does not 
change its shape, but is moved forward by the action of the 
ciliary muscle, which is composed of striated muscle fibers. 

ALLING. 

CANTONNET (44, The examination of the visual apparatus of 
aviation candidates) relates his methods of examination of the 
visual apparatus of candidates for the aviation service. Be- 
sides the usual routine examination by inspection, focal and 
transillumination, ophthalmoscopy, etc., he measures the 
acuity of vision in good, poor, and very strong light, rapidity 
of visual perception and the ability of discrimination of colors. 

The purpose of examining the candidate’s acuity of vision 
under various intensities of light is obvious. Very frequently 
fliers have to perform their perilous work during dark nights 
or under a very bright, dazzling sunlight. The method of 
examination consists of having the candidate read the test 
chart placed near a source of light of 800-900 candle power. 
Of 100 candidates with normal vision or better, only 14 have 
}$ vision in dazzling light; 14 have ,%; 27 have ,8,; 14 have 1%; 
16 have ;5,; 13 have 3, and 2 have less than 455. 

The ability to read the test type in reduced light is measured 
by having the candidate stay in the dark for ten minutes and 
then having him try to distinguish a Landold ring illuminated 
by a source of light which is dimmed by a No. 14 smoked glass. 
Of 100 with normal vision, 23 begin to see the test type after 
three seconds; 43 after five seconds; 20 after ten seconds; 6 
after fifteen seconds; 3 after twenty seconds; 3 after twenty- 
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five seconds, and 2 could not see the type unless it was better 
illuminated. 

These examinations brought out the fact that not all in- 
dividuals with a normal acuity of vision see as well in a daz- 
zling or dimmed light, and that some make good night aviators 
while others are doing better in daylight. The testing for color 
perception revealed that only 8 per thousand are green blind, 
and 2 per thousand are red blind, while a complete color blind- 
ness is a very rare occurrence. Binocular vision tested with the 
Remy Diploscope, was found present in 96 per cent., imperfect 
in 3 per cent., and absent in 1 per cent. SCHOENBERG. 

Jess (47, Permanent injury of the entire retina by the rays 
of the sun) reports a functional impairment of the entire retina 
caused by the observation of an eclipse of the sun in 1912. 
The usual small retinal lesion in the macula was present. 
Investigation of the visual field with colored objects demon- 
strated an impairment of the rest of the retina. With the 
right eye only red objects could be perceived within a circum- 
scribed area, while with the left the limits for red and blue were 
approximately the same. Saturated yellow could not be per- 
ceived as a color by either eye, green appeared to be blue 
centrally. Jess thinks that the yellow-blue sense was affected 
more than the red-green perception, which would indicate an 
injury to the layer of neuroepithelium. There was also a con- 
siderable disturbance of the dark adaptation. 

WIESE (51, Military hemeralopia) has studied 105 cases of 
hemeralopia in the army, of which 77 stated that their trouble 
first appeared in the field. He made an adaptometer out of a 
cigar box with an electric light, the strength of which was regu- 
lated by an Aubert’s diaphragm. Colored disks could be in- 
terposed. Among the cases were fifty-two myopes, sixteen 
hypermetropes, and eight with mixed astigmatism. Opacities 
were present in the media in thirty-one; in four these were 
minute lenticular opacities discovered only after the pupil had 
been dilated). In thirty-one changes in the light perceiving 
apparatus could be demonstrated. He concludes that in all of 
his cases there were present either changes in the refractive 
media, changes in the fundus, faults of refraction, or such 
general diseases as lead poisoning and neurasthenia. He did 
not meet with a case of simulation. 
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VI.—THE MOTOR APPARATUS OF THE EYE. 


52. CrmacH. Contribution to the knowledge of the cochlear reflexes. 
Beitrage 8. Anat., Physiol., Pathol. u. Ther. d. Ohres, d. Nase, u.d. Halses, 
Xiv., p. I. 

53- Corps. Disturbances of the eye muscles in encephalitis lethargica. 
Klin. Monatsbl. f. Augenhetlk., February-March, p. 210. 

54. FLEISCHMANN. The relations between the vestibularis and the 
posterior fossa of the skull. Med. Klinik, No. 11, p. 288. 

55. De Kien and Macnus. Tonic labyrinthine reflex upon the eye 
muscles. Archiv. f. d. ges. Physiol., clxxviii., p. 179. 

56. Morax, V. The utilization of the superior rectus in the operation 
for ptosis. Annales d’oculistique, clxv., 2. 

57- Onrray, R. The physiological basis for methods of examination 
and treatment of convergent strabismus. La clinique ophtalmologique, 
viii., I. 

58. Raucs. Atypical and paradoxical vestibular reflexes. Monatsshr. 
f. Ohrenheilk. u. Laryngo-Rhinologie, liii., p. 629. 


Morax (56, The utilization of the superior rectus in ptosis 
operation) has seen within a short interval two patients each 
with an enucleated eye and complete ptosis. The latter condi- 
tion was due to a traumatic paralysis of the levator muscle. 
The superior rectus was approached and dissected through an 


incision in the superior fornix, and attached by a catgut suture 
to the tarsus. The result was satisfactory in both cases. 
SCHOENBERG. 
ONFRAY (57, The physiological basis for methods of exam- 
ination and treatment of convergent strabismus) says that 
systematic examination of a patient with convergent strabis- 
mus has to determine three factors: (1) The visual acuity of 
each eye and the possibility of improving that of the poorer of 
the two; (2) the presence or absence of cerebral coérdination, 
as evidenced by our efforts to produce diplopia or binocular 
singular vision with prisms, amblyoscope, stereoscope, etc.; 
(3) the condition of the neuro-motor apparatus of both eyes. 
Our therapeutic efforts have to be guided by what we find 
along this line of investigation, and the success depends on 
how well we can correct the defect. 
SCHOENBERG. 
CEMACH (52, Cochlear reflexes) discusses the auropalpebral 
and the otogenous pupillary reflexes. The former is a lid move- 
ment, varying from a slight trembling to a violent palpitation, 
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excited by acoustic stimulation. It can be demonstrated in 
about 95 per cent. of all normal persons. It can be suppressed 
voluntarily and is rapidly weakened by custom. It is most 
marked in children and nervous persons, in the latter of whom 
other branches of the facial nerve may be involved. The reflex 
is induced most distinctly by short, loud sounds, evidently 
because inhibition is less active. High tones excite it most 
easily. Tactile stimuli by way of the trigeminus must naturally 
be excluded. The reflex is absent in total deafness. The oto- 
genous pupillary reflex consists of a quick contraction of the 
pupil with subsequent slower dilatation. It was observed in 
about 27 per cent. of the cases, is not amenable to the will, 
and is most distinct in children and nervous persons. Pure 
tones, like those produced by the tuning fork, are best fitted. 
for its excitation, tones with associated noises (overtones?) 
are less effective, and if the latter are very great, are ineffective. 
This reflex seems to be excited through the acoustic nerve 
because chemical and mechanical stimulation of the mucous 
membrane produces no effect on the pupil, and it fails to appear 
in total deafness. 

De KLeErjn and MaGnus (55, Tonic labyrinthine reflex upon. 
_ the eye muscles) constructed an enlarged model of the rabbit’s 
eye, and determined by measurements in what position of the 
head the individual eye muscles attained their maximal and 
minimal shortening. Their conclusions are: In rabbits each 
position of the head induces a certain contraction of the 
muscles which is maintained as long as the head remains in 
that position. The externus and internus do not take part in 
this tonic reflex to any noteworthy degree. The muscles 
affected are the superior and inferior recti and the obliqui. 
Extirpation of one labyrinth showed that acts upon the ob- 
liques of both eyes in one way, and upon the two recti in the 
opposite. After bilateral extirpation of the labyrinths all 
tonic reflexes disappeared from the eyes. 

Raucn’s (58, Atypical and paradoxical vestibular reflexes) 
first patient was a child § years old with a left tuberculous otitis. 
Every time the child was laid down there was a well-marked 
vertical, sometimes rotatory, nystagmus which lasted for two 
minutes. He thinks that possibly the cause may have been a 
tubercle in the cerebellum. His second patient was 40 years old 
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and had a chronic purulent otitis of the left ear with deafness. 
Spontaneous nystagmus was commonly absent, but at times 
appeared slightly to the right. Whirling to the left induced a 
vertical nystagmus in all positions of the head. He is inclined 
to ascribe this symptom to a trauma which the patient had 
suffered rather than to an injury of the labyrinth by the otitis. 

So far as the movements of the eyes are dealt with in FLEIScH- 
MANN’S (54, Relations between the vestibularis and the pos- 
terior fossa of the skull) paper, his views are given in the 
following conclusions: Vertical nystagmus is under all cir- 
cumstances of central origin, because it is never met with in 
purely labyrinthine affections, and cannot be produced ex- 
perimentally. Other forms of nystagmus may be of either 
central or peripheral origin. Vestibular disturbances are 
accustomed to compensate themselves fairly quickly, so a high 
degree of spontaneous nystagmus of peripheral, 7.e., otogenous, 
origin is always to be considered the result of a fresh condition 
of irritation. A spontaneous nystagmus which had main- 
tained the same intensity for a long time, and is not accom- 
panied by a subjective sensation of dizziness, may be at once 
ascribed to a central origin. 

Corps (53, Disturbances of the eye muscles in encephalitis 
lethargica) reports the eye conditions observed in three cases. 
In the first there was immobility of the right pupil, mydriasis 
of the left, paresis of the left internal and inferior recti, and a 
marked vertical counter nystagmus downwards; in the second 
there was bilateral ptosis, paresis of the inferior recti, and pare- 
sis of the accommodation of the left eye; in the third there was 
bilateral paresis of the abducens. 


(To be continued.) 
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BOOK REVIEWS. 


I.—Plastic Surgery of the Face. By H. D. Gituiges, Major 
R.A.M.C. H.Frowde,Oxford University Press, London, 1920. 

In Gillies’ Plastic Surgery the following features are of es- 
pecial interest to ophthalmic surgeons. The author prefers a 
Thiersch graft for mucous membrane and an Esser epithelial 
inlay for lining a deepened sulcus. To obtain cartilage for 
transplantation an incision is made over the seventh costal 
cartilage; any cartilage which is left over is stored in an ab- 
dominal wound for future use. Combined fat and muscle 
flaps are used to fill small hollows. 

Eyebrows can be replaced by a whole thickness free graft 
from the hairy scalp over the mastoid or by a pedicle flap carry- 
ing hair from the scalp region. The hair must grow in the 
tight direction. 

For the external angular process the use of cartilage is in- 
dicated, for the molar process a temporal muscle flap is satis- 
factory with and without a cartilage graft. 

In a wound of the eyebrow region a flap of muscle was swung 
around and stitched in position to make contour. Subsequent 
depression was relieved by inserting cartilage through a small 
incision. 

In building a lid the three elements, skin lining, cartilage 
support and skin covering must be considered. The operation 
is to be done in two stages: (1) Cartilage from ear or ribs of a 
suitable size is inserted beneath a flap extending outward from 
external canthus. When it has received its new blood supply 
the combined skin-cartilage flap is raised and swung over ona 
hinge near the canthus. The lower border of the skin flap is 
then sutured to remains of conjunctiva. The defect is covered 
by a Thiersch graft. - 
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Lymph cedema of the lid can be corrected by excision of 
scar and swinging in of a cheek flap. In defects of the upper 
lid when it involves more conjunctiva than skin, the skin tucks 
itself in. Auricular cartilage can then be implanted into the 
skin and subsequently a combined skin cartilage flap is swung 
down. 

In cicatricial sockets Esser’s epithelial inlay is used. The 
grafted sulcus must be kept fully stretched for a considerable 
time after operation. After three months contraction ceases. 
A vulcanite model should be worn during this time. A double 
pedicle flap can be taken from the upper lid (Tripier). 

In reconstructing lids support can be given by turning up 
local fat flaps from the neighboring region and are sutured to 
the periosteum. 

Sunken sockets can be relieved by implanting cartilage or 
fat. 

A. K. 


II.—Verhandlungen der Ophthalmologischen Gesellschaft 
in Wien. (Transactions of the Vienna Ophthalmological 


Society), 1919-20, pp. 185. Berlin, 1920. S. Karger Karlstr 
15. 

The meetings of this society after an interruption of nearly 
six years were again resumed in January, 1919. The transac- 
tions are of unusual interest, containing many important 
clinical observations, papers, and discussions which are a 
testimony to the splendid spirit which our fellow workers in 
that unfortunate city are displaying. The collection of these 
transactions in a single volume is timely, though the addition 
of an index is desirable. x 


III.—Seventh Annual Report on the Ophthalmic Hospitals 
in Egypt. By A. F. MacCa.tan, Cairo, 1920. Pp. 46. 

In the various eye hospitals under government control 
76,525 new patients were treated. The two important condi- 
tions are trachoma and an acute contagious conjunctivitis, 
which is the main cause for blindness. This conjunctivitis is 
caused by the gonococcus, the Koch-Weeks bacillus and the 
diplobacillus of Morax-Axenfeld; the pneumococcus is com- 
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paratively rare. The increase in acute conjunctivitis takes 
place coincident with the rise in temperature, which is illus- 
trated by a number of charts. More than 1200 patients were 
blind in one or both eyes. Glaucoma was observed in 1715; 
optic atrophy in 136; cataract in 1498. Trachoma is present 
in nearly all of the school children and is treated in the schools. 
Statistics, list of operations and expenditures conclude the 
volume. 

The director is to be congratulated on this splendid work 
which is being done under most difficult conditions. 

A. K. 


IV.—Clinical Ophthalmology. By Dr. A. MAITLAND Ram- 
sEY, Glasgow. Oxford Medical Publications, London, 1920. 
Pp. 500. 

This book was written at the request of Sir James Mac- 
Kenzie, whose foreword is well worth reading. 

While written for the general practitioner, it should appeal 
as well to the young ophthalmologist, especially in America, 
for in this country at least the ophthalmologist usually rushes 
into his specialty before he has a good foundation in general 
medicine, while the general practitioner as a rule knows noth- 
ing about the eye. 

It is becoming more and more evident that the competent 
ophthalmologist must understand the pathology of bacterial 
infections and diseases of general matabolism; and, if we hope 
to reduce the appalling loss of sight from preventable causes, 
the general practitioner must learn the early diagnosis and 
treatment of such diseases as glaucoma, iritis, corneal ulcer, 
and the more common infections of the eye. 

Dr. Ramsey’s book is designed to meet this need, and 
throughout emphasizes the relations which exist between eye 
diseases and general or constitutional diseases. The chapters 
on the methodical examination of the eye, on iritis and on 
glaucoma are especially good. 

A very complete formulary, with valuable therapeutic notes, 
is appended, which greatly enhances the value of the book. 

The only serious criticism that can be offered is that focal 
infections have not been accorded their proper place in the 
etiology of diseases of the eye. 
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The book is well written and deserves a wide circulation. 
There are 500 pages and the type is unusually good. 
A. H. T. 


V.—American Red Cross Work among the French People. 
By FIsHER AmEs, Jr. MacMillan Co., New York, 1921. 

This is one of a series of books designed to educate the 
general public as to the nature and extent of Red Cross work 
during the Great War. It describes the many distressing 
conditions which arose in France during this time, and vividly 
relates how they were met. 

Of especial interest to physicians are the chapters entitled 
“The Mutilés,” “Propaganda,” White Plague.” 

A. H. T. 


VI.—The Basis of Psychiatry (Psychobiological Medicine). 
A Guide to the Study of Mental Disorders for Students and 
Practitioners. By Dr. ALBERT C. BUCKLEY, Philadelphia, 
1920. Pp. 447. J. B. Lippincott Co., Philadelphia and 
London. 

The introductory chapter gives a historical résumé of the 
development of psychiatry as a branch of general medicine, 
especially during the past 25 years. Dr. Buckley points out 
that the biologic is the most rational approach to the study of 
psychiatry because all mental phenomena, both in health and 
disease, are the biological reactions of the individual as a 
whole, rather than that of any particular organ or group of 
organs. The predisposition to disease, it is explained, often 
means the absence—often hereditary—of some necessary 
factor which renders the individual unable to function in a 
normal manner, thus making it easier for an exciting factor to 
interfere with normal functions or give rise to abnormal 
functions. 

The second chapter deals with biologic phenomena, and 
describes the evolution of nervous and mental reactions from 
the simplest to the more complex forms. The influence of 
heredity upon mental development receives especia! attention, 
and Galton’s and Mendel’s laws are explained in considerable 
detail. 

In this and succeeding chapters especial reference is made to 
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night blindness, color-blindness, retinitis pigmentosa and other 
eye diseases, the transmission of which is regulated by the 
laws of heredity. 

Because of its frequent reference to eye diseases, and because 
most, if not all of the psychoses are due to a failure of the in- 
‘ dividual, through some organic defect or toxic influence, 
accurately to adapt himself to his environment, and since this 
adaptation to environment is brought about by a proper func- 
tioning of the senses, chief of which is the eye—the book should 
be of especial interest to ophthalmologists. 

A well written chapter is devoted to a description of psy- 
chological processes. The simple sensations are first described, 
then the various perceptions arising therefrom. In this chap- 
ter also are described the various emotional states and the 
influence of the emotions on adrenal and other glandular 
activity. 

In the classification of mental diseases Dr. Buckley uses the 
classification adopted by the American Medico-Psychological 
Association in 1917. 

In his discussion of the etiology and treatment of the psy- 
choses Dr. Buckley strives always to discover and remove the 
underlying organic defect or toxemia; or, this being impossible, 
to create an environment to which the patient can better adapt 
himself. 

The arrangement of the book is logical, the subjects are well 
balanced and the subject matter thoroughly scientific and up- 
to-date. We know of no better book for the beginner in the 
study of psychiatry. As a good introduction to this excellent 
book we would suggest Comparative Physiology of the Brain 
and Comparative Psychology, by Dr. Jaques Loeb (Putnam, 
1900). 

A 


VII.—Tropical Ophthalmology. By R. H. Extiot, London, 
Lieut.-Col. I. M. S. (retired). 524 pages with 7 plates and 
117illustrations. London. Henry Frowde, Oxford University 
Press, 1920. 

In the tropics, according to Colonel Elliot, there are first of 
all a large number of eye cases and many are seen at a later 
stage than is usual, as they have been neglected; the refraction 
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cases are few in number and there is but little demand for 
squint operations. It is interesting to note that in the author’s 
opinion diet is not a factor in tropical eye conditions. After an 
introduction on certain general conditions which influence eye 
diseases in the tropics, the subject is taken up under the follow- 
ing headings: The Effect of Exposure to Strong Light, to Dust 
and to Wind. Injuries by Animals. Parasitic Disease. The 
Indian Operation of Couching. Cataract Extraction. Diseases 
of the Conjunctiva, Cornea, Lids, and Lacrimal Passages. 
Glaucoma. New Growths. Refraction. Ophthalmoscopic 
Appearances in the Tropics. Hospital Management and 
General Diseases. 

“Glare Asthenopia,”’ as designated by the author, is a real 
condition and one not sufficiently noted by the profession, 
occurring gradually and insidiously to some after long ex- 
posure to tropical glare. It is probably due to the action on the 
conjunctiva of rays from the violet end of the spectrum. 
Glare conjunctivitis is closely associated to the preceding, 
except that it comes on more acutely and the physical signs 
are more definite. Night blindness and xerosis of the con- 
junctiva are due to a nutritional disorder and to the action of 
light, as they occur only in the brighter months of the year. 
The injuries and diseases of the eye which are due to tropical 
animals and parasites are not infrequent. 

The couching for cataract is so prevalent in the tropics that 
the subject is dealt with at some length. Cataract is treated 
fully, especially from a practical standpoint. As for the 
method, objections to the intracapsular operation are: (1) a 
more difficult technique; (2) necessity of a trained assistant; 
(3) greater percentage of vitreous loss; the large number of 
upward dislocation of the pupil point to a serious disturbance 
of the vitreous body; (4) the vitreous may adhere to the wound 
and distinct after cataracts do occur as a result of changes in 
the anterior layer of the vitreous. The method advocated is 
the one practiced in Madras and is from the pen of Lieut.- 
Colonel Kirkpatrick. The first step consists in laceration of 
capsule with a Bowman’s needle; the other steps do not differ 
from those generally practiced. 

Glaucoma occupies but a few pages, the question of its 
frequency, the various types met with, especially glaucoma 


ps 
< 
| 
: 
x 


Book Reviews, 


secondary to cataract, and the necessity of prophylactic opera- 
tion, are discussed. 

Optico-ciliary neurectomy is the substitute for enucleation 
in painful absolute glaucoma, as the natives are adverse to 
removal of an eye. 

Of the fundus changes two conditions are unusually preva- 
lent in the tropics, optic atrophy in 32 per cent., retinitis 
pigmentosa in 12 per cent. The section on general diseases 
treats among others of beriberi, dysentery, leprosy, malaria, 
quinine poisoning, pellagra, and trypanosomiasis. 

Colonel Elliot has placed ophthalmologists, particularly 
those working in the tropics, under great obligations. These 
observations of many years’ experience, together with com- 
plete literary references, contain much of not only interest but 
of great importance, written in a readable and attractive style. 
The illustrations are well-chosen and the bookmaking up to 
the high standard of other Oxford University Press publica- 
tions. 


A. K. 
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